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General practitioners form the most important of all 
the groups in American medicine. I hold this to be 
true for the following reasons: 1. There are more men 
in general practice than in any specialty. 2. They have 
closer contact and more frequent contacts with patients 
than any specialist. 3. They have more intimate first 
hard knowledge of the patient and his background and 
individual medical peculiarities than can be acquired 
in a few consultations. 4. They see the patient at 
the beginning of his illness. 5. They see the patient 
as a whole, not as just an eye, or an ear or a case 
of abdominal pain. 6. Their day often begins in the 
early morning hours with a problem in obstetrics and 
runs through psychiatry, metabolic disease, orthopedics, 
a little minor surgery, surgical diagnostic problems, 
pediatrics after school, geriatrics before dinner, cardi- 
ology after dinner and diseases of the respiratory tract 
in the evening office hours. 

Longfellow was not thinking of the general prac- 
titioner when he wrote, “ the cares that infest 
the day shall fold their tents and silently steal 
away.” 

Major surgery is the domain of the surgeon. New 
technics in minor surgery developed by the surgeon 
may be passed on to the men in general practice. In 
like manner, major pathologic technics such as bac- 
teriologic studies, tissue diagnosis, some phases of 
chemical pathologic work and hematologic studies may 
be considered the domain of the pathologist. Minor 
pathologic technics developed in the laboratory by the 
pathologist should be included in general office practice. 


IMPORTANCE OF HISTORY AND PHYSICAL 

EXAMINATION 

I place examination of the patient by use of the 
eyes, ears and hands above ‘all else in the diagnosis. 
Without an adequate history and an expertly performed 
physical examination, all other diagnostic methods are 
apt to fail or to yield misleading information. Unless 
there is an intimate knowledge of the signs and symp- 
toms neither the roentgenologic nor clinical laboratory 
studies can serve in their most dependable fashion. 
Haphazardly selected studies add needless expense and 
effort. In considering pain, one wants to know exactly 
where it is, how long the patient has had it, whether 
it radiates, and where; what its character is and 
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whether it is relieved by or accentuated by pressure. 
To say that a patient has had abdominal pain for two 
days is not enough. A lengthy case study is not 
desirable. Sketches and marks on stamped outlines 
save many words, but questions and examination notes 
can be “to the point” and can be summed up in a 
provisional diagnosis or diagnoses. The laboratory can 
help in ruling out the incorrect and ruling in the 
correct diagnosis. 

In cases of coma, the history may indicate the 
nature of the lesion. Doctors sometimes neglect this 
and order studies of blood urea, blood sugar and spinal 
fluid. One of these should certainly reveal the cause. 
Of these only the blood urea may appear abnormal, 


so that one takes for granted that the case is one of 


uremic coma. In the hospital ward someone performs, 
for good reason, a study of total nonprotein nitrogen 
and finds it elevated proportionately to the urea— 
exactly twice the urea level. The blood chloride level 
is found to be low—a state of hypochloremia. In 
retrospect the history reveals some one of the condi- 
tions leading to salt depletion—excessive sweating, 
diarrhea or prolonged vomiting. Much valuable time 
has been lost. Unnecessary laboratory work was done; 
essential studies were omitted, and the urea value was 
misleading. The patient is improved by intravenous 
injection of salt. If a history is not obtainable, further 
chemical studies should be made at once, which would 
distinguish one cause of increase of a blood constituent 
from another. 
OFFICE LABORATORY 


Physicians cannot all have elaborate laboratory facili- 
ties at their command, but there are certain facilities 
which one may strive for, depending on the site of 
practice, whether it is a rural area, small town or city 
or a small or large hospital. Successful surgery of some 
types can be performed in an emergency by someone 
not a surgeon, with a kitchen knife, scissors and linen 


thread, with a few spoons for retractors. The physician 


who expects to meet such emergencies usually supplies 
himself with more adequate equipment. 

A planned, properly. supervised laboratory is desir- 
able, but when there is none within 50 or 100 miles, 
the physician can have someone trained to do a urinaly- 
sis, ordinary blood cell count and determination of 
blood sugar, urea, nonprotein nitrogen, hematocrit, 
clotting time, bleeding time, prothrombin, total serum 
proteins, total serum bilirubin and urine urobilinogen, 
as described in the model laboratory in the exhibits. 
With ordinary care, sufficient accuracy may be accom- 
plished for differential diagnosis in emergency cases. 
However, I do not approve of a physician’s allowing 
a technician in his office independently to run a “clin- 
ical laboratory” for the benefit of neighboring physi- 
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cians. Unsupervised, such work is entirely second rate 
and is invariably carried on not as a diagnostic aid, 
but as a business proposition. Office laboratory work 
should be undertaken only when a properly supervised 
laboratory is not available. The mail is available for 
transporting specimens to any laboratory equipped for 
more exacting studies by more intricate methods, when 
time is not so important a factor. Such facilities are 
available for almost every physician in this land, if 
he will but choose his studies wisely and collect his 
specimens correctly. The question of cost might arise 
in the case of indigent patients. I believe that, today 
at least indigence is a little overplayed. In New 
Jersey, and especially in my county, no examination 
is refused. Once or twice I have had occasion to ask 
a physician whether his practice is limited to indigents, 
or I might question the indigence of a patient living 
on “Rockefeller Boulevard.” 


PURPOSES OF LABORATORY INVESTIGATION 

There are indications for every laboratory investiga- 
tion just as there are for any diagnostic or therapeutic 
procedure. I have already referred to the uselessness, 
danger and costliness of haphazard selection of labora- 
tory tests. Three studies may be considered a part of 
every physical examination: (1) routine urinalysis plus 
the Harrison spot test for bile pigment, (2) a complete 
blood cell count and (3) a serologic test for syphilis. 
These three yield helpful information in such a wide 
variety of symptom complexes that such a plan of 
routine examination is time saving. Beyond this point 
the laboratory may be considered as serving three 
purposes: (1) to confirm a diagnosis which has been 
based on clinical signs and symptoms, (2) to reveal 
accurately the effect of treatment and (3) to reveal 
the nature of a disease when clinical signs and symp- 
toms are obscure. 

Confirmation of Diagnosis—One may argue that 
laboratory confirmation is not necessary if clinical signs 
and symptoms are diagnostic. An example to the 
contrary is the case of a woman of 50 years who had 
severe anemia. She had had a breast removed because 
of carcinoma fifteen years previously. There was no 
evidence of recurrence externally or in a flat plain 
roentgenogram of the chest. A routine blood cell count 
revealed macrocytic anemia, and gastric analysis 
showed absence of hydrochloric acid. A diagnosis of 
pernicious anemia was made and liver therapy begun. 
There was not much response. Blood transfusion alone 
gave some relief. Sternal marrow aspiration showed a 
hypoplastic state, not a megaloblastic one. Had liver 
not been administered this observation might have had 
greater value, for in untreated pernicious anemia there 
are certain peculiar cells in the marrow called megalo- 
blasts. The anemia in this case could have been 
classified as a refractory anemia, which is a rather 
meaningless classification. It seemed that this must be 
a case of anemia due to marrow destruction, even 
though roentgenologic study failed to reveal metastatic 
carcinoma. The whole skeleton was examined and a 
suspicious area in the femur located. At this point 
an aspirating needle was inserted. The material 
obtained showed cancer cells. The patient subsequently 
died, and at autopsy general spread of carcinoma 
throughout the bone marrow was revealed. Symptoms 
of mild or early diabetes with hyperglycemia and 
glycosuria may not indicate diabetes at all. 

A sugar tolerance curve determined in the proper 
circumstances may uncover some other endocrine dis- 
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turbance. Coronary artery disease may present symp- 
toms referable to the liver and biliary tract. Properly 
selected laboratory tests might well locate the lesion 
in the liver area or establish the absence of pathologic 
change there. Ruptured gastric ulcer might be simu- 
lated by acute pancreatitis, and a serum amylase deter- 
—" might well prove the existence of a pancreatic 
esion. 

I saw a patient with the diagnosis of appendicitis 
operated on without the benefit of a blood cell count. 
At operation an ulcerated appendix was discovered—a 
typhoid ulcer. The pronounced leukopenia later demon- 
strated might have suggested the true nature of the 
disease and an operation avoided. A more recent case 
is worthy of comment. A young girl of 16 presented 
symptoms of menstrual hemorrhages and intermen- 
strual bleeding. She was being treated for functional 
uterine bleeding. Delving into the history revealed 
that her spleen had been removed six or eight years 
previously because of thrombopenic purpura. Her phy- 
sician argued that, since her spleen had been removed 
and she was apparently cured, her present state could 
not be a manifestation of this disease. Her thrombocyte 
count proved to be less than 50,000 in several exami- 
nations and her clot retraction time delayed. It is 
highly probable that she had an accessory spleen. 
If rest in bed at menstrual periods and blood transfusion 
do not prevent recurrence, exploration would be neces- 
sary. Results of laboratory studies would make one 
suspect that the patient was still suffering from essen- 
tial thrombopenic purpura and that she still had splenic 
tissue somewhere. 

Laboratory Studies of Treatment Results—No one 
today attempts to treat diabetes without noting the 
effect of insulin on the urine and blood sugar. Usually 
transfusions for anemia are followed by blood cell 
counts. I have in mind a case of pernicious anemia 
properly diagnosed, in which the patient was given 
liver therapy. I urged that it would make a teaching 
case. There were frequent measurements of red cell 
size and hemoglobin content as well as total cell counts. 
The first week showed a good result. The red cell 
count and hemoglobin rose; the white cell count came 
up gradually. The size of red cells diminished; the 
hemoglobin content of the cells dropped slightly, and 
iron was added to the therapeutic regimen. After 
several weeks all these values reached normal except 
the leukocytes, which kept increasing. Then the level 
of hemoglobin and red cells began to fall, despite 
treatment. A bed sore had developed, and a cast 
had been applied to relieve the pressure. Naturally 
this area came under suspicion. The cast was opened 
over the area; it seemed clean, but later investigation 
showed that the infection had spread widely under 
the skin. This patient died of septicemia. Had the 
rising leukocyte count been considered more seriously. 
and promptly, she might have lived. 

The modern standards of red cell study are well 
demonstrated in the scientific exhibit. It is worthy 
of note that macrocytic anemias (large cell anemias) 
are usually caused by some disturbance of the anti- 
anemic factor and are most likely to be helped by 
liver therapy. The small cell anemias (microcytic ane- 
mias), especially if there is a low mean corpuscular 
hemoglobin (low hemoglobin content in each red cell), 
are most likely to respond to iron therapy alone. 
Some are due to systemic disease, such as diabetes 
and nephritis, and are helped little by iron unless the 
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primary disease is also treated. Anemias in which 
red cells are of normal size (normocytic) are usually 
the result of acute hemorrhage or acute blood destruc- 
tion. 

It is frequently not possible to determine by clinical 
signs alone when some disease processes have subsided 
completely. In acute hepatitis, for example, jaundice 
may disappear, the patient may feel as if he has com- 
pletely recovered, but a thymol turbidity test may 
reveal, by a positive result, that the process has not 
subsided. If that patient resumes normal activity, a 
relapse may occur more serious than the initial disease. 
The sulfobromophthalein sodium test is also helpful 
in this same respect. In recovery from acute nephritis, 
an Addis cell count or a blood urea clearance deter- 
mination may well indicate the smoldering character 
of the infectious process. The sedimentation rate of 
red blood cells has similar significance in coronary 
disease. 

From a public health point of view, a patient with 
typhoid should never be considered ,as recovered until 
the stool and urine are proved to be free of typhoid 
bacilli. A patient who has had diphtheria should not 
be discharged until throat smears fail to reveal diph- 
theria bacilli. A female child should never be admitted 
to a ward or rooms with other female children until 
a vaginal smear proves negative for gonococci. 

Modern therapy requires control by laboratory 
studies. Treatment with sulfonamide drugs, gold salts, 
thiouracil or aminopyrine requires white blood cell 
counts and differential counts weekly or twice weekly. 
If the white cells drop to 2,500 per cubic millimeter, 
caution should be observed. If the white cells fall to 
2,000 or 1,500 per cubic millimeter, therapy should be 
discontinued unless there is some good reason for its 
continuance. If a differential count is made, one is 
guided too by the percentage of neutrophils. A low 
percentage, even with a count of 2,500, is a danger 
signal during this sort of therapy. It is a wise physician 
who performs an occasional test for serum bilirubin 
while administering cinchophen and similar compounds. 
The first evidence of liver damage by these drugs will 
be evidenced by a rise in serum bilirubin levels. 

Laboratory Studies in Cases of Obscure Clinical 
Signs and Symptoms.—Unexplained fevers call for 
special consideration. Our forefathers considered fever 
itself a disease—“lung fever,” “childbed fever” and 
“swamp fever’—but today fever is recognized as only 
a symptom caused by invasion by some particular 
organism. For some there is a specific cure; for many, 
health departments must find the source of contagion 
so that epidemics may be averted. In all, an accurate 
diagnosis is necessary. The physician of yesterday was 
a keen observer of the manifestation of a particular 
fever—its curve on a chart and the character of its 
rash, but these are late manifestations. The examina- 
tion of the blood for parasites and the blood culture 
for bacteria are helpful in the first week of disease. 
It must be remembered that a blood culture must not 
be discarded as negative until five, or preferably ten, 
days have elapsed. After five days a negative culture 
should be repeated. In the second week of an unex- 
plained fever, agglutination tests must be considered. 
It is well to set up tests at one time for typhoid, para- 
typhoid A and B, Brucella abortus, antigens for the 
richettsial diseases (B. proteus OX k and OX 19) and 
B, tularensis. A negative reaction to a test early in 
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the disease must not be considered as final. In undu- 
lant fever the reaction may not become positive for 
months. A positive reaction, unless typical, calls for 
confirmation. A rising titer observed over a three or 
four day period is usually conclusive evidence. In 
this day, when so many persons have been immunized 
against typhoid, peculiar results are encountered with 
the typhoid antigens. It is well to have someone 
experienced in this field help with the interpretation. 

Infectious mononucleosis is often confused with a 
virus infection of the upper part of the respiratory 
tract and with leukemia. The blood picture in these 
three conditions may at some stage be similar. The 
heterophil antibody test will identify infectious mono- 
nucleosis rather definitely if the Davidson differential 
test is included. 

In obscure pulmonary disease, it is not sufficient to 
examine sputum smears for tubercle bacilli. Culture and 
guinea pig inoculation must be included if the smear is 
negative. Six weeks ago my co-workers and I encoun- 
tered 2 cases, 1 of pulmonary infection and 1 of 
cervical adenitis, in which no tubercle bacilli were 
seen in direct smear. Both test tube culture and 
guinea pig inoculation revealed tubercle bacilli at a 
later period. A search for fungi in the sputum by 
smear and culture sometimes is surprising in its revela- 
tion. A cold agglutination test of red blood cells may 
identify virus pneumonia. Sputum study for tumor 
cells is a new procedure. Negative observations do not 
rule out malignant disease, but even an occasional 
positive result justifies the consideration of this exami- 
nation. 

Cytologic Studies: The whole field of cytologic diag- 
nosis of cancer deserves comment. I wish to emphasize 
that the reading of smears is a problem for the specially 
trained cytologist. Inexperience may lead to disastrous 
results and a condemnation of the whole procedure. 
In many communities there are specially trained persons 
who examine these smears. In New Jersey the Society 
of Pathologists offers a diagnostic service to all physi- 
cians for indigent cases, with the aid of the American 
Cancer Society and the State Health Department. 
Other states must do likewise. One can be instructed 
in collecting material. In proper containers filled with 
a suitable preserving fluid, the smears may be sent 
to any distant laboratory for examination. It is best 
applicable, of course, to vaginal and cervical smears, 
but sputum, prostatic secretions and gastric washings 
properly fixed may be mailed to any distant laboratory. 

In examining a patient for any cause it is well for 
one to keep cancer in mind. Recently a man of 40 was 
seen in our dispensary. He had lost weight and had 
a cough, and by roentgenologic examination of the chest 
an old tuberculous process was seen. He came to the 
dispensary because of enlarged cervical and axillary 
nodes which were discharging a watery, sometimes 
cheesy, material. There were no tubercle bacilli seen 
in direct smear. Biopsy revealed Hodgkin’s disease. 
He is improving with nitrogen mustard therapy alone. 
A woman suffering from diabetes was in the hospital 
for insulin standardization. She had a coughing spell 
and spat up a little fresh blood. The curious intern 
looked in her pharynx with a mirror and discovered 
what later turned out to be a lymphosarcoma of the 
lingual tonsil. A dentist, consulted because of ulcerative 
gingivitis, noted the widespread character of the lesion 
and sent the patient to a laboratory for a blood cell 
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Rh Typing: It is advised that the Rh type be accu- 
rately determined for all patients for whom transfusion 
is contemplated. It is imperative that the Rh type of 
every female patient be considered before a transfusion 
is administered. A single Rh-positive transfusion in 
an Rh-negative female patient may sufficiently immu- 

nize her so that her first born will show the disasttrous 
effect of erythroblastosis. It is fortunate that all 
Rh-negative persons are not good reactors and that 
probably in not more than 1 in 25 will Rh antibodies 
develop, but the test is so simple that one is not 
justified in jeopardizing a woman’s first born by an 
improper blood transfusion. For the same reason, all 
pregnant women should have Rh tests and the Rh 
antibody titer should be determined in those who are 
Rh negative. If the physician is properly forewarned 
he may save the life of a baby that might otherwise 
die of erythroblastosis. 

Contradictory Observations at Autopsy: Autopsy may 
prove that the clinical diagnosis was, no matter how 
well founded, incorrect. I examined a woman for a 
county physician. She was a farm woman who had 
gone out to feed her mule in the early morning. When 
she did not return to the house on time her family 
searched and found her in the stall with a gash in her 
forehead. Death was attributed to fracture of the skull 
caused by the kick of a mule. Autopsy showed that 
she had a ruptured dissecting aneurysm of the aorta. 
She was as good as dead when she fell. If the mule 
kicked her, it was little more than a tap, for there 
was no fracture, not even subperiosteal hemorrhage. 
In another instance a young woman had a criminal 
abortion performed and, with her friend, went to a 
resort hotel to recuperate. After an afternoon on the 
beach she went to bed. The next morning her friend 
awakened to find her dead. Autopsy revealed no evi- 
dence of septic endometritis, but fulminating cerebro- 
spinal meningitis with extensive adrenal hemorrhage. 
In another instance, a man died suddenly in a rural 
area; the local county physician performed an autopsy 
and, finding white kidneys, suspected bichloride poison- 
ing. He sent the kidneys to an expert in medicolegal 
pathology who found only leukemic infiltration. The 
man had never had the advantage of a blood cell count 
during life. 


The patient had acute leukemia in an early 


CONCLUSION 
Considerate use of the laboratory will increase diag- 
nostic accuracy and may shorten the length of illness. 


Tuberculosis in Persons Over Forty.—There is a rather 
widespread clinical impression that pulmonary tuberculosis 
rarely makes: its appearance after the age of thirty. For 
example, in the most recent edition of an outstanding textbook 
of medicine the following statement is found in the section on 
tuberculosis: “Those who have lived to the fourth decade with- 
out the appearance of a pulmonary lesion seldom develop the dis- 
ease.”” Nevertheless, it is the impression of many phthisiologists 
that the first roentgenographic evidence of significant pulmonary 
tuberculosis after thirty, and even after forty, is not at all a 
rarity today. For instance, of the 344 cases of incipient pul- 
monary tuberculosis recently reported by Reisner, 17 developed 
after the age of forty. It was thought worth while, therefore, 
to report an additional 5 cases of incipient pulmonary tubercu- 
losis in persons over forty years recently observed by the author. 
—Chaves, Aaron D., Incipient Pulmonary Tuberculosis in Per- 
sons Over Forty, The American Review of Tuberculosis, May 
1949. 


NONPARALYTIC POLIOMYELITIS—KILHAM ET AL. 


j A. M. A. 
uly 16, 1949 


NONPARALYTIC POLIOMYELITIS AND MUMPS 
MENINGOENCEPHALITIS 


Differential Diagnosis 


LAWRENCE KILHAM, M.D. 
JEANETTE LEVENS, M.P.H. 


ana 
JOHN F. ENDERS, Ph.D. 
ton 


The unequivocal diagnosis of nonparalytic polio- 
myelitis is difficult to achieve, since its signs and 
symptoms are often those associated with aseptic 
meningoencephalitis, and for this syndrome there may 
be a variety of causative agents. The most direct evi- 
dence of nonparalytic poliomyelitis which can be 
obtained at present consists in the isolation of the 
virus from the stools or pharyngeal secretions in sus- 
pected cases." But the isolation of the agent from 
such sources cannot be regarded as entirely conclusive, 
and the procedures involved are intricate, time con- 
suming and expensive. They cannot, therefore, be 
used as routine. The diagnosis, accordingly, is often 
made on epidemiologic data taken together with the 
clinical observations. Epidemiologic evidence, however, 
is intrinsically circumstantial and hence can be con- 
sidered only as presumptive in character. 

In contrast to the agent of poliomyelitis, the role of 
certain other viruses in aseptic mieningoencephalitis 
may be established more easily by laboratory methods.* 
Of these the mumps virus is often encountered.* Since 
the development of the complement fixation test for the 
diagnosis of mumps infection, some other investigators * 
have obtained positive reactions for mumps with serums 
of patients who, on clinical and epidemiologic grounds, 
were regarded as having nonparalytic poliomyelitis. In 
view of these observations and the general considera- 
tions in respect to the varied causation of aseptic 
meningoencephalitis to which we have already referred, 
a number of cases occurring in the vicinity of Boston 
during July, August, September and October of 1948, 
with the diagnosis of nonparalytic poliomyelitis, have 
been studied by means of the complement fixation ” 
and antihemagglutinin tests ®° for mumps. When results 
of these tests indicated that mumps virus was the cause 
of the infection, attempts were made to isolate it from 
the spinal fluid. The results and, for the purpose of 
comparison, epidemiologic data indicating the relative 
incidence of epidemic parotitis and paralytic polio- 
myelitis in the community during the period of study 
are presented in this communication. 


From the Department of Epidemiology, Harvard School of Public 
—_. the Research Division of Infectious Diseases of the Children’s 
Hospit Boston, and the Department of Bacteriology and Immunology, 
Harvard Medical School. 
ant from the National Foundation for Infantile Paral- 
taffs of the Haynes Memorial Hospital and the Children’s 

ospital, Boston, assisted in the collection of clinical data and of mate- 
rials for laboratory examination. Assistance was also given by the 
Division of Communicable Disease, Massachusetts State Health Depart- 
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RESULTS OF SEROLOGIC TESTS FOR MUMPS INFEC- 
TION AND ATTEMPTS TO ISOLATE THE VIRUS 


Mumps complement fixation and inhibition of hem- 
agglutination (antihemagglutinin) tests were carried 
out on pairs of serum specimens in acute and conva- 
lescent stages. derived from 17 patients whose illness 
was diagnosed by members of the hospital staff, either 
tentatively or finally, as nonparalytic poliomyelitis. 
Attempts to demonstrate mumps virus were made by 
inoculation of the spinal fluid into the amniotic sac of 
chick embryos. The slight modification of the technic 
employed in this procedure has been recently described.° 
From the results of the serologic tests which are sum- 
marized in table 1, it was concluded that in 6 of these 
17 cases (cases 1 through 6) the virus of mumps was 
responsible for the disease. Thus, during the course of 
illness in all of them a significant increase in comple- 
ment-fixing antibody (8 times or more) was demon- 
strated. Comparable increase in antihemagglutinins 
was also revealed. Confirmatory of the serologic obser- 
vations was the demonstration of virus in specimens of 
the spinal fluid obtained from 3 of the patients. On 
the other hand, it is evident that the serologic tests 
on the pairs of serum in 10 of the remaining 11 cases 
failed to show any change during the course of the 
disease in the concentration of mumps antibody (cases 
8 through 17). In case 7 acute phase serum was not 
available, but the low titers of the convalescent phase 
serum afford presumptive evidence that this patient had 
recently not been infected by the mumps virus. It 
would seem, therefore, that this agent was not involved 
in these 11 cases. This conclusion is likewise sup- 
ported by our failure in 3 cases of paralytic poliomye- 
litis to demonstrate a change in the concentration of 
mumps antibody during the course of the disease and 
convalescence. Moreover, the spinal fluid obtained 
in 2 of these cases failed to produce mumps infection 
in chick embryos. 


CLINICAL OBSERVATIONS 


No essential difference was observed between the 
clinical signs and symptoms presented by the two 
groups of patients. In none was enlargement of the 
salivary glands detected, although 1 patient among 
those with the diagnosis of mumps meningoencephalitis 
had orchitis five days after he was admitted to the 
hospital and 5 of this group gave a history of exposure 
to mumps parotitis three to four weeks before the onset 
of their illness. Lethargy, headache, nausea, vomiting 
and nuchal rigidity occurred in both groups. One of 
the patients, who had positive serologic reactions for 
mumps and subsequently visited a clinic for the after- 
care of poliomyelitis, exhibited weakness of the anterior 
part of the neck and abdominal muscles. In none of 
the remaining 16 cases did definite muscle weakness 
develop. The mean duration of illness of the group 
with mumps meningoencephalitis was 8.5 days; that of 
the other group was 6.5 days. 


CHANGES IN THE CEREBROSPINAL FLUID 


Leukocyte counts of the cerebrospinal fluid from 
the 6 patients with mumps all 
exceeded 200 per cubic millimeter, and the proportion 
of lymphocytes was at least 90 per cent. In 4 of them 
the total protein exceeded 40 mg. per hundred cubic 
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centimeters. In contrast, in most cases in which the 
virus of mumps was not involved there were lower 
total protein concentrations and leukocyte counts. The 
observations in the 6 cases of mumps meningoencepha- 
litis also were characteristic of a larger series which 
was recently studied.’ But it must be understood that 
they are not always encountered in this disease, while 
occasionally in cases in which the condition is not 
caused by the mumps virus (case 16, table 1) the 
leukocyte count and total protein may be elevated to 


Tasie 1.—Laboratory Data from Cases with Diagnosis of Non- 
paralytic Poliomyelitis 


Cerebrospinal Fluid Serologic Results 
Blood Inhibi- 
Pro- Leuko- Mono- Drawn tion Comple- 
tein cytes, cytes, After Hemag ment Virus 
Case Mg./ perCu. Per- Onset, glutina Fixa- Isola 
No. Age, Yr. 100Ce. Mm. centage Days  tion* tion* tion 
1 10 21 371 100 3 1:4 1:512 0 
20 1:64 1:4096 
2 6% 48 530 95 2 1:128 1:16 + 
14 1:128 1:256 
3 5 11/12 152.4 1,810 98 2 1:32 1:32 + 
23 1:256 1:2048 
4 211/12 38.4 232 100 2 1:32 1:32 0 
es 14 1:512 1:512 
5. 16 48.5 1,280 100 2 1:32 1:16 0 
28 1:256 1:128 
6 16 104.4 432 1 1:64 1:16 + 
25 1:2048 1:128 
7 21 21.8 34 98 71 1:32 1:8 
92 1:64 1:4 
8 26 22.8 7 1:64 1:4 
42 1:61 1:4 
9 27 31.1 5 100 7 1:128 1:4 
37 1:128 1:4 
10 13 38.4 45 95 5 1:32 1:16 
40 1:64 1:16 
ll 30 40 87 100 $ <i:82 <1:4 
<1:82 
12 8 10.8 18 100 7 1:128 1:16 
49 1:128 1:16 
13 4 24.1 18 3 1:128 1:16 
39 1128 1:16 
14 13 23.1 363 6 1:128 1:4 
22 1:128 1:4 
15 15 80.6 212 75 1 1:64 1:8 
15 1:64 1:8 
16 34 130 «478 100 ll 1:32 1:16 
27 1:64 1:16 
17 4 28.8 1,294 85 1 1:32 1:4 
13 1:32 1:4 


 * Figures denote the highest dilution of serum which inhibited virus 
agglutination or fixed complement, 


a degree comparable to that usually observed in mumps 
meningoencephalitis. It is, therefore, obviously impos- 
sible to make a conclusive etiologic diagnosis on the 
basis of changes in the cerebrospinal fluid. Such 
changes, however, may help the clinician in making a 
provisional diagnosis. 


INCIDENCE OF NONPARALYTIC POLIOMYELITIS AND 
MUMPS PAROTITIS IN MASSACHUSETTS 

In regard to the results of the laboratory tests 

described, it is relevant to compare the incidence of 

paralytic and nonparalytic poliomyelitis and of mumps 


7. Kilham, L.: Isolation of Mumps Virus from the Blood of a Patient, 
Proc. Soc. Exper. Biol. & Med. 69: 99-100, 1948. 
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parotitis reported to the Department of Health of 
MassachusettS in recent years. Within the Common- 
wealth the reporting of cases diagnosed as nonparalytic 
poliomyelitis first became routine in 1935.8 From that 
time until the end of 1945, the disease in approximately 
33 per cent of all reported cases of poliomyelitis was, in 


A, incidence of poliomyelitis, ne (black bar) and paralytic. 
B, incidence of mumps. (Massachusetts, 1948.) The vertical values show 
the number of cases. 


an average year, designated as nonparalytic. Subse- 
quently this proportion increased steadily to reach a 
maximum of 66 per cent in 1948. It is remarkable 
that the year 1948 was characterized by the lowest 
incidence of the paralytic form recorded in the last six 
years. This year has also been distinguished, as indi- 
cated in the figure, by an unusual incidence of mumps. 
Indeed, from June through November, the only period 
in which poliomyelitis was reported to any appreciable 
extent, the monthly incidence of mumps exceeded that 
for any comparable period since the reporting of the 
latter began in 1916. The disparity between the 
reported incidence of the two forms of poliomyelitis 
and the parallelism between the incidence of the non- 
paralytic type and mumps suggest that a significant 
number of the cases in which the diagnosis was given 
as poliomyelitis without paralysis might have been 
cases of mumps meningoencephalitis. 

Additional support for such an inference is offered 
by the difference between the age distribution in para- 
lytic and nonparalytic cases. Horton and Rubenstein ° 
noted that in Massachusetts nonparalytic poliomyelitis 
is reported most frequently in the age group 5-15 years, 
whereas the incidence of paralytic cases is highest 
among the age group 0-4 years (table 2). It would 
appear, therefore, that the age distribution of non- 
paralytic poliomyelitis is similar to that of mumps and 
not to that of the paralytic form. 


COMMENT 


The serologic and virus isolation studies which have 
been summarized indicate that the disease in 6 of 17 
hospitalized patients diagnosed clinically as nonparalytic 
poliomyelitis was actually infection with the mumps 
virus in which salivary gland involvement was not 
evident. Although the number of patients is small, 
these observations are sufficient to show that it is fre- 
quently impossible to identify the nature of the infec- 
tious agent in either of these conditions on clinical and 
epidemiologic criteria alone. 

As yet no laboratory method for the routine diag- 
nosis of nonparalytic poliomyelitis is available. On the 
other hand, procedures have recently been devised, 


Kilham, : Mumps Meningo-Encephalitis, With and Without 
Parcitis Am. r ‘Dis. Child., to be published. 

Horton, R. J., and Rubenstein, A. D.: The Age Distribution of 
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consisting either in the demonstration of the develop- 
ment of specific antibodies or in the isolation of the 
agent during the course of the illness, whereby menin- 
goencephalitis due to mumps can be usually differ- 
entiated. Since mumps meningoencephalitis without 
parotitis is by no means rare, it would seem that when- 
ever possible the diagnosis of nonparalytic poliomyelitis 
should be withheld until laboratory tests for mumps 
meningoencephalitis have been carried out. 

The results of such tests are most often positive in 
patients exposed to mumps who present signs and 
symptoms of meningeal irritation and who exhibit a 
high leukocyte count with a high proportion of mono- 
nuclear cells in the spinal fluid. But it should be 
emphasized that the serologic reactions may also indi- 
cate that the mumps virus is occasionally involved even 
when the leukocyte count is under 100 per cubic milli- 
meter and when no definite history of exposure to 
mumps can be readily obtained.* 

From the epidemiologic point of view, a diagnosis 
of nonparalytic poliomyelitis may be suggested if other 
members of the family or group concurrently have the 
paralytic form. Without a definite history of this sort, 
however, the mere occurrence of aseptic lymphocytic 
meningoencephalitis during the late summer and early 
fall, when poliomyelitis may be epidemic, is insufficient 
to warrant even a tentative diagnosis of the nonpara- 
lytic form of the disease. Thus, not only various types 
of mosquito-borne encephalitis may appear at times 
in certain areas, but also, as we have shown in this 
communication, cases of mumps meningoencephalitis 
may occur. With respect to the seasonal association of 
the latter with nonparalytic poliomyelitis, it is perhaps 
pertinent to point out that enlargement of the salivary 
glands may possibly develop less frequently in mumps 
infections during the summer months and that during 
this season the incidence of meningoencephalitis with- 
out parotitis may be relatively greater. Observations 
in support of this conjecture have been presented 
elsewhere.” 


TasLe 2.—Age Distribution of Poliomyelitis, Paralytic and 


Nonparalytic * 

Age Group, Yr. Paralytic Nonparalytic Total 
18 13 31 
ll 26 37 
10 27 37 
5 19 24 
15 29 44 

59 114 173 


* Source: Division of Communicable Disease, Massachusetts Depart- 
ment of Public Health, 1948. 


SUMMARY 


Among 17 hospitalized patients given the diagnosis 
of nonparalytic poliomyelitis, 6 appeared to have 
mumps meningoencephalitis, as indicated by the results 
of serologic tests. The virus was recovered from the 
spinal fluid of 3 of these patients. The unequivocal 
diagnosis of nonparalytic poliomyelitis is at present ~ 
difficult or impossible to make on the basis of clinical, 
laboratory and epidemiologic observations. 
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DIAGNOSTIC CLINIC FOR REHABILITATION 


A. R. SHANDS Jr., M.D. 
Wilmington, Del. 


With insufficient information and an inaccurate diag- 
nosis a patient may start a program of rehabilitation 
totally unsuited to his handicap; hence the first major 
division in the organization of services for the rehabili- 
tation of the handicapped is the diagnostic clinic. The 


physical qualities, mental characteristics and vocational 


abilities of the patient must be determined, recorded 
and evaluated before treatment is started. Then and 
then only can a rational plan leading to the restoration 
of this handicapped person to the best possible physical, 
economic and social status be formulated. The purpose 
of this narer is to present a few ideas on the organiza- 
tion and value of the diagnostic clinic for rehabilitation 
with several related thoughts on other problems of 
rehabilitation. 

In the practice of curative medicine, if the physician 
is not certain of a diagnosis, the patient is sent to a 
clinic in which there are medical specialists with x-ray 
and laboratory facilities at their command for special 
examinations of the blood, urine, heart, chest, skeletal 
framework and the like. This is the medical diagnostic 
clinic, and it is here that a complete study of the 
physical and mental characteristics of the patient 
can be made. But in this clinic there is neither the 
personnel nor the facilities for determining the assets 
and capabilities of the patient for returning to work 
with a handicap and a need for social adjustment. The 
diagnostic clinic of rehabilitation does have such per- 
sonnel and facilities in addition to those required to 
make a medical diagnosis. In this clinic for rehabilita- 
tion there must be determined such factors as the 
extent and character of the patient’s work experience; 
his adaptabilities and aptitude for further education 
and work with his handicap; his physical achievements 
for daily living; the effect of his illness and inactivity 
on his mind, and his personality traits, which some say 
constitute the greatest single factor in the success or 


failure of rehabilitation. A careful appraisement should 


be made of his attitude toward a complete recovery 
and social adjustment and whether he has the will to 
do or an ability to make “the best of what he has left.” 
It has been said that the normal person goes through 
life utilizing only about 15 per cent of his reserves and 
resources. The handicapped definitely learn quickly to 
draw on their reserves and resources. A person can 
live satisfactorily with one lung or one kidney, and 
he can live satisfactorily with half or less than half 
of normal muscle strength. By developing the remain- 
ing muscles or parts of muscles and learning how to 
substitute what he has left for what he had before, 
the patient can adapt himself to nearly all of the 
physical demands involved in independent living. These 
and many others are the traits and characteristics of 
the disabled man which must be ascertained in the 
rehabilitation diagnostic clinic. 

It must be remembered that rehabilitation is an indi- 
vidualized process and will never lend itself to fixed 
and stereotyped programs. Each case represents a sep- 
arate problem, which has to be studied and judged on 
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its own merits; hence the need for an accurate diag- 
nosis. Too much emphasis cannot be placed in the 
diagnostic study on a thorough and careful estimation 
of the emotional and mental qualities of the patient. 
It can be seen how unsuitable and oftentimes incorrect 
a plan of rehabilitation might be started on without 
a satisfactory understanding and evaluation of all of 
these factors, and how the diagnostic clinic represents 
the starting point and key to successful rehabilitation. 


DIVISIONS OF REHABILITATION DIAGNOSTIC CLINIC 


The rehabilitation diagnostic clinic (chart) should 
have two divisions: the medical division, in which the 
extent and character of the disability will be deter- 
mined and evaluated, and the achievement test division, 
in which the abilities of the handicapped for work and 
to meet the demands of daily living will be determined 
and evaluated. The director should be fully acquainted 
with all the problems of rehabilitation and may 
either a physician or a layman. 

Medical Division—The medical division of the diag- 
nostic clinic should have a physician as director, for a 
director with medical training is best qualified to inter- 
pret and evaluate the examinations, special studies and 


PROGRAM FOR 
(Pryeical, Econontc & Social) 


Chart showing organization of a rehabilitation diagnostic clinic. 


laboratory tests. There should be three branches of this 
division, namely: medical consultants, psychosocial and 
physical medicine. In the medical consultants branch 
there should be a consulting staff representing all 
medical and surgical specialties not included in the other 
two branches of the division and sufficient laboratory 
facilities for the determination of the more common 
laboratory tests. In the psychosocial branch there 
should be a psychiatrist who has a special interest in 
psychosomatic problems and a medical social worker 
who has had special training in psychiatry. The social 
worker who is trained to investigate the home con- 
ditions of the patient, his economic status and his rela- 
tionship to his family, to his relatives, to his friends 
and to his business or working associates will render 
valuable assistance in the final appraisal of the case. 
In the physical medicine branch there should be a 
physiatrist, who is the physician trained in physical 
medicine, and a physical therapist, who has had special 
training in muscle examinations and determination of 
joint motion. A high percentage of patients in need 
of rehabilitation have crihopedic conditions. In 1940 
there were estimated to be over 2,500,000 persons in 
the United. States with orthopedic handicaps in need 
of rehabilitation, 13 per cent of whom were decidedly 
disabled. In all of these patients there is some involve- 
ment of muscles and joints which must be properly 
examined and their functional value estimated before 
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a sound program of rehabilitation can be decided on; 
hence the need for the special training of the physical 
therapist. 

Achievement Test Division—The achievement test 
division should be headed by a director who has had 
training and experience in vocational rehabilitation. 
There should be two branches, namely, daily living 
and vocational. In the daily living branch there should 
be determined what the patient can do with his dis- 
ability in meeting the physical demands of daily life. 
The equipment in this branch must be especially 
selected and be such apparatus as is necessary for 
the ascertainment of this information. An accurate 
determination of these tests is most important for the 
severely handicapped. It has been estimated that there 
are thirty-seven basic skills involved in the achieve- 
ment tests which must be mastered in order to cope 
with the commonplace activities of living, such as 
dressing, eating, washing and walking up and down 
stairs. These are not the specialized skills necessary for 
a vocation, but only those which have to be used in 
daily living. There have been seventy-two achievement 
tests for daily living described for the paraplegic 
patient,’ activities which he should be able to carry 
out successfully every day. Without these observations 
a suitable program of rehabilitation cannot be planned, 
for first attention in all rehabilitation programs must 
be given to teaching the patient how to adequately 
take care of himself in daily life. 

In the vocational branch, there should be determined 
the work capabilities of the patient as well as what his 
adaptabilities are for all types of work. One can do 
this only by observing the patient in a shop and seeing 
how he handles the tools to which he has been accus- 
tomed. If he cannot use these tools, a plan must be 
worked out for him to be taught to use the tools of 
the work he can perform with his handicap. The 
equipping of this branch must be carefully planned 
and should include all equipment necessary to execute 
the work of the more common vocations. In one of the 
large Army hospitals during the last war it was deter- 
mined that there were fifteen primary vocational inter- 
ests of the handicapped with a distinct preference for 
mechanical occupations. Kessler * stated, ‘ . given 
a sound mind and ordinary intelligence ‘there is no 
trade and vocation in which able bodied persons may 
engage that cannot be carried on by a physically handi- 
capped person, if some consideration is made for his 
disability.” This has been the experience in every 
rehabilitation clinic. 

PERSON NEL 


In all programs of rehabilitation the instruction of 
the faculty, i.e., the teacher and the examiner, is 
paramount and should be one of the first steps in the 
establishment of both the diagnostic clinic as well as 
the therapeutic service. This faculty must be taught 
to observe carefully what the patient does, what the 
patient says and what his reactions are to various 
situations. They should be what have been termed 
“watchdogs of reality.” There cannot be one fixed plan 
of training for the handicapped even though the handi- 
caps may fall apparently into certain groups of physical 
disability. There must evolve from the diagnostic 
studies of every patient a clear understanding and 
appreciation of what he was before his handicap, what 
he is with his handicap and what he can be in the future. 
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All patients who are handicapped have deep psycho- 
logic scars. The mental is always associated with the 
physical in injury and disease. The plan to heal the 
psychologic scar may be often more important than 
the plan to heal the physical scar. This plan must be 
formulated after very careful personality and emotional 
studies of the patient; it should include a program 
which will correct faulty personality traits, maintain 
good personality traits and stabilize the emotional state. 
The personnel of the branches in both divisions of 
the diagnostic clinic should have a basic knowledge 
of the psychology involved in the evaluation and han- 
dling of the disabled. It cannot be emphasized too 
strongly that throughout all phases of rehabilitation 
everyone should be alerted to make note of the psycho- 
logic characteristics of the patient. Often it may be 
that the examiner who is determining an achievement 
test will pick up some remark or some attitude of the 
patient toward what he is doing which will be of utmost 
importance in the final evaluation of the case. 


INTEGRATION 


When the reports of all of the examinations, studies, 
tests and observations in the two divisions have been 
made, there should, be then a full discussion of these 
reports by those who have been the examiners. From 
these discussions should develop the final plan of 
rehabilitation for this particular patient. Before the 
final plan is decided on the vocational placement 
director should be consulted in order to determine the 
demand for different types of employment in the com- 
munity. This demand should be taken into considera- 
tion before one renders a final decision on the type 
of vocational training to be given. 

After the rehabilitation program of the patient, which 
includes vocational training, has been completed, he 
should be returned to the diagnostic clinic. His physi- 
cal, mental and emotional characteristics should be 
reexamined and reevaluated. It is possible that during 
the period of rehabilitation many of these characteristics 
may have changed. Before job placement is a reality 
and he is “discharged to duty,” if there are changes, 
particularly of the emotional state, these should be 
recognized and considered, in the final disposition of 
the case. From experience it is known that 10 to 25 
per cent of those placed in employment by the vocational 
rehabilitation services do not continue on the jobs 
in which they were first placed. There must be an 
explanation for this, and it most likely is a change in 
the mental attitude during the period of rehabilitation. 
Once a handicapped person faces life as a paid profes- 
sional worker, a definite barrier has been crossed. If 
he fails in his first job there will be an emotional 
reaction and a psychologic setback which will definitely 
make his future adjustment most difficult. With this 
second diagnostic survey these situations may be averted 
and the percentage of initial work failures among the 
handicapped wil! be decreased. 


COM MENT 


A great deal of the planning and thought concerning 
rehabilitation is considered by many to be impractical, 
idealistic and to represent theory which will never work 
out in practice. David Livingston once said, “Out of 
the castles in the air come the cottages by the sea.” 
Dreaming of ideal rehabilitation as represented by “the 
castles in the air” is what a great many of the workers 
in the field of rehabilitation may have experienced. 
Without dreams, however, it is certain that “the cot- 
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tages by the sea,” or many of the worth while attain- 
ments of life, would never be here today. But we want 
to be sure that we are still not in the dreaming or 
“the castles in the air” stage in our thinking. If we 
remain too long in this stage, many of our programs 
of rehabilitation may collapse. A balance between the 
visionary and the nonvisionary, the common sense 
workable point of view toward the situation, is what 
we wish to attain in our thinking. So often in the 
application of theory and ideals to situations dealing 
with patients, one completely forgets such things as 
what the patient thinks he himself can do, what he 
thinks his attainments and accomplishments can be 
with his disability. In planning a rehabilitation program 
these should always be given serious consideration. 
Rehabilitation or any other phase of medicine does not 
represent an exact science. Whenever there is an ele- 
ment of doubt, I strongly recommend that the physician 
or the rehabilitation worker lean toward the practical 
side, and, in this instance, it is the satisfying of the 
patient first in what he can or cannot do with his 
disability. 

A word further about the importance of the patient’s 
mental picture in.the whole program of rehabilitation. 
This has been summed up well by Yost and Gilbreth.® 
“It’s not the body, it’s the man’s mind which determines 
whether he is going to be a loafer a few years from now 
or not.” They further state that the challenge for the 
handicapped man is “. . . to face that man deep 
within himself and find out if he wants economic 
independence. If the inner man is a shirker, he will 
shirk. But if deeper still, the inner man is a worker, 
he will work. If the inner man wants success in work, 
he will find within himself capacities such as he never 
realized he possessed. Like thousands who have pre- 


‘ ceded him, he may soon find that his handicap is 


becoming a spur he might never have found if life 
had been too easy.” There is no doubt that if the mental 
wounds which have been inflicted by the physical 
handicap have caused the man deep within himself not 
to want economic independence, and have created a 
state of mental lethargy and despair, all attempts at 
rehabilitation may be futile. In any program for the 
handicapped from the beginning of injury or disease, 
especially for the disabled man who will require long 
term care, steps should be taken at once to prepare 
the man for his future and to do all that can be done, 
as Kessler‘ said, “. . . to immunize the patient 
against the virus of hospitalitis with its indolence, 
procrastination, and lack of ambition.” If the program 
cannot prevent or bring him out of this state, rehabili- 
tation will be a failure. The diagnostic clinic should 
help to identify these mental wounds and to determine 
whether the inner self in this patient really wants suc- 
cess. Destructive attitudes associated with physical 
disability may quickly take hold of the handicapped, 
often before either the patient or the physician realize 
what is happening. This is particularly true if the 
handicapped person feels that there is a prejudice in 
business and industry against him. On the other hand, 
the handicapped man with the proper attitude on the 
job who is dependable and prompt, who does not need 
to be told how to work and who is accurate and careful 
in all his work and tactful and diplomatic in conversa- 
tion will succeed in spite of any disability and whatever 
prejudice his employer may have previously had toward 
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disabled persons. Franklin Roosevelt has been for the 
past twenty years the great example of the disabled 
man who overcame his handicap because of great 
determination to overcome the defects of his disease. 
The answer definitely resides in the handicapped per- 
son. As it has been so aptly expressed, “It lies in 
his ability not in his disability.” This will determine 
his future. 

Medical knowledge is said to be at least fifty years 
ahead of its application. At present we possess a vast 
storehouse of information relating to the principles and 
technic of the rehabilitation of all types of handicapped 
persons. The basic thoughts on modern rehabilitation 
have been well known since World War I, but technics 
have changed, especially since the beginning of World 
War II. There is an immense job of education needed 
for the physicians and laiety before rehabilitation will 
be integrated into the everyday practice of medicine. 
A forward step has been made at the New York Uni- 
versity School of Medicine in establishing a department 
of rehabilitation and physical medicine, where the 
intern, the resident and the graduate and undergraduate 
student are being taught the problems of handicapped 
persons and their solution. More physicians are begin- 
ning to realize that the best care of the patient is the 
total care, that the mental, the social and the vocational 
recovery is as important as the physical recovery and 
that this can best be obtained in the intelligently 
planned program of rehabilitation. Perhaps it can be 
said that we have experienced, from 1918 to 1948, 
thirty of the fifty years necessary for the application 
of this medical knowledge and, through international 
meetings such as this and the establishment of a depart- 
ment of rehabilitation in all of our medical schools 
as has been done at New York University, the span 
of the next twenty years may be shortened. 


CONCLUSION 

It should be reemphasized that the starting point and 
key to all successful rehabilitation services is the diag- 
nostic clinic. It must be appreciated that its scope 
is far larger than that of the medical diagnostic clinic 
which forms only one part of the diagnostic clinic for 
rehabilitation. But it must be remembered that rehabili- 
tation is in its infancy and many changes will be made 
as this new specialty grows into adolescence and young 
adult life. Montaigne® said, “Arts and Sciences are 
not cast in‘a mould, but are formed and perfected 
by degrees, by often handling and polishing.” This is 
what is taking place in rehabilitation today. It is being 
changed ; it is being perfected by the frequent changing 
of technics which are found to be unsatisfactory and by 
the polishing of the good technics which are found to be 
satisfactory, and in the course of time there will evolve a 
service in medicine in which all will have confi- 
dence. Rehabilitation may now be in the same stage 
of development in which orthopedic surgery was in 
the second half of the last century, when Lewis A. 
Sayre ° of New York, the first professor of orthopedic 
surgery in the United States, wrote, “At present ortho- 
paedic surgery is but imperfectly understood amongst 
us and but few feel competent to practice it. It shall 
be our endeavor so to develop this department of sur- 
gery that no surgeon hereafter shall feel himself fairly 
educated in his profession until he has also mastered this 
particular branch.” There is no doubt at present that 
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rehabilitation is poorly understood. Few of us feel 
competent to practice it, and there is a vast job of 
education needed to bring the importance of the knowl- 
edge newly gained to the mind of the average physician. 
With greater experience, there will come a time when 
all physicians will feel a degree of confidence in what 
can be done for their patients with good rehabilitation 
and will not consider themselves educated until they 
know the technics and are masters of the practice of 
this “third phase of medicine.” 
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It has been shown in a number of experimental infec- 
tions ‘ that the amount of penicillin necessary for cure 
increases with the number of organisms inoculated. 
Thus, in white mice infected with pneumococci, the 
single curative dose of aqueous penicillin G increased 
in one experiment from 5 to 260 mg. per kilogram 
of body weight as the inoculum was increased from 
15 to 200,000 organisms."* 

Corollary to these observations, it was found that 
the longer the interval between inoculation and treat- 
ment, the more drug was required for cure. Presum- 
ably because of the interim multiplication of organisms, 
effectively bactericidal levels had to be provided for 
longer and longer aggregate periods in order to kill 
enough of the bacteria to effect cure. In syphilitic 
rabbits, the 50 per cent curative dose of penicillin (in oil 
and wax) 4 hours after intratesticular inoculation with 
2,000 organisms was 1,420 units per kilogram of body 
weight; but by the second week it had increased to 
13,600 units per kilogram, and by the sixth week to 
59,000 units per kilogram.’® In rabbits infected with 
2,000 beta hemolytic streptococci, the single curative 
dose of penicillin G increased progressively from 0.29 
mg. per kilogram at the time of inoculation to 40 mg. 
per kilogram within 6 hours, and to more than 1,000 
mg. per kilogram within 24 hours. Similar results 
were obtained in other experimental infections.'¢ 


Opinions or conclusions contained in this report are those of the 
authors and are not to be a © as a Seer reflecting the views or 
the endorsement of the Navy Dep 
From the National of Health, United States Public 
Service, Bethesda, - an esearch Division, Bureau of Medici 
Surgery, Navy Department, Washington, D. 
ratories, Commercial Solvents Corporation, Lederle Labora- 
tories, Inc., Eli Lilly and Company, Chas. F. Pfizer, Schenley Laboratories 
and The Upjohn ompany supplied the penicillin tablets Sa this study 
and Dohme, Inc., bo. 
Jerome Cornfield an Nathan pe of the Office of the 
Statistica Coordinator, Division ‘of Public Health Methods, assisted in 
rates and determining the of the observed 
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These large differences between the amounts of peni- 
cillin required to effect cure with young and old infec- 
tions were so pronounced as to suggest that penicillin 
might be an effective agent for the prevention as well 
as the cure of bacterial infections.'* Specifically, since 
approximately 100,000 units of penicillin G given as 
a single injection in aqueous solution cures more than 
90 per cent of established gonococcic infections, it 
seemed possible that as little as 5,000 to 10,000 units 
might suffice if the disease were treated early during 
the incubation period, a few hours after exposure; 
in such circumstances it seemed possible that a single 
tablet of penicillin taken by mouth might prove to be 
an effective abortive procedure. 

The present study was therefore undertaken to study 
the efficacy of a single tablet of penicillin, taken by 
mouth, in the prevention of gonococcic infection. The 
subject population consisted of a group of male military 
personnel, varying in number from 200 to 400, with 
a high venereal disease rate and under reasonably close 
medical supervision. The subjects were at first divided 
into two groups. One group was given a single tablet 
of penicillin G as the men returned from shore leave, 
whether or not there had been exposure ? and regardless 
of the interval which had elapsed since that exposure. 
The second group was given a tablet of similar appear- 
ance, but containing no penicillin. A generally success- 
ful attempt was made to have the penicillin taken at 
the time of issue and under observation. The subjects 
were at first not apprized of the purpose of the study, 
other than that it was designed to study methods of 
controlling “infections”; and no attempt was made 
either to change previous routine with respect to 
venereal disease prophylaxis or to determine what other 
prophylactic agents, if any, had been used. The men 
were further not informed that there were two types 
of tablets. The duration of shore leave varied from a 
minimum of 2 hours to a maximum of 22 hours. The 
mode was approximately 6 to 8 hours, the largest 
single group leaving the station between 4 and 8 p.m. 
and returning at 12 to 2 a. m. The time which had 
elapsed between possible exposure and the ingestion of 
penicillin was considerably less than the duration of 
the leave and is estimated to have averaged approxi- 
mately 2 hours. 

For reasons which are not germane to the present 
study, it was not possible to keep as close a control 
on leaves as is usually the case in a military installation, 
There is reason to believe that there were a large 
number of unrecorded liberties and that in some 
instances these were unauthorized. Further, and per- 
haps because of the limited information which they 
were given as to the purpose of the study, not all of 
the subjects were wholly cooperative in the first two 
experiments. Because it was difficult to maintain an 
adequate 24 hour supervision of the returning per- 
sonnel, some of the subjects in the experimental group 
failed to take the penicillin prophylaxis, without appro- 
priate record being made of that omission. The 
complications '® thereby introduced into the statistical 
evaluation are discussed in the fourth (§) footnote to 
table 1. 

RESULTS 

EXPERIMENT 1. Effect of 100,000 Unit Tablets of 
Penicillin on the Incidence of Gonorrhea.—lIn the first 
sixteen weeks of the study, the men in the experimental 
group were given a single 100,000 unit tablet of peni- 


2. It is estimated that in the particular study group there was sexual 
exposure in more than 50 per cent of all liberties 
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cillin G as the prophylactic (or more correctly, abor- 
tive) procedure, administered as the men returned from 
shore leave. The results over that period are sum- 
marized in table 1. 

In the control group receiving no penicillin, there 
were a total of 35 cases of gonorrhea over the sixteen 
week period. This is an incidence of 610 cases per 
thousand men per year, and 12.2 cases per thousand 
liberties. In addition, there were 6 cases in men sup- 


TaBLe 1.—Prevention of Gonorrhea with a Single Tablet of 
Penicillin Taken by Mouth (Results When Patients Were 
Divided into Two Equal Groups, One Receiving 
Penicillin and One Receiving a Placebo) 


Experiment 1 Experiment 2 
(16 Weeks) (8 Weeks) 
100,000 Units 250,000 Units 
Experi- Experi- 
mental mental 
Group, Group, 
Control Receiving Control Receiving 
Group Penicillin Group Penicillin 
Number of subjects *...... 176-195 151-213 137-217 87-141 
Number of liberties........ 2,871 3,218 745 569 
Number of cases t......... 35 5 8 1(2)% 
Incidence of gonorrhea... 610 105 325 ees 
per 1,000 men per year 84 
12.2 1.8 10.8 see 


Incidence of gonorrhea.... 
per 1,000 liberties 


* The figures in this row represent the variations in the total number 
of subjects in each group during single 4 week periods of the study. 
Men were included even though they may have been in the study or in 
the group for only a fraction of that period. This figure is therefore 
somewhat greater than the average number of subjects in the study. 
In consequence, the rates per thousand men per year given in the table 
are somewhat lower than was actually the case. 

t These figures do not include a total of 9 cases of gonorrhea which 
developed in men supposed to have taken penicillin, but who are known 
definitely not to have taken the drug nig = leave in which the infec- 
tion was contracted, either because they because the leave was 
unauthorized or beanues of the laxity a" x the watch in charge of dis- 
pensing tablets. These cases should obviously not be included in 
assessing the efficacy of the procedure. There must, however, have been 
many others in the experimental group, suppo posed to have taken the 
drug, who failed to do so and nevertheless escaped infection. The total 
of 5 ‘failures charged to the experimental group receiving 100,000 units of 
penicillin includes 3 cases a. whieh there was no record on the individual 
— that the penicillin had been taken, and which may therefore not 

e been penicillin failures. They have nevertheless been treated as 
failures in the — tions because there was no proof that the tablets 
had not been tak 

t This case ya in a subject 5 days after exposure, and after 
the supposed ingestion of a 250,000 unit —, The subject denied having 
a pill, the entry on the 

§ Some of the men supposed to receive vig actually failed to do 
so, and in calculating these rates an attempt has nm made to correct 
for these omissions, If in a given month there were, for example, 10 


cases in a control group of 200 men, 500 liberties, and. 


if in the same period mple, 1 ¢ 
experimental group who failed to take nT 
calculating the rates that 1/10 x 200 = 20 men in the experimental group 
had failed to take the drug, and that ee had occurred in a total of 
1/10 x 500 = 50 liberties. The values so calculated have been a 
from the totals in the experimental group in calculating the rates 
thousand men per year and per thousand liberties. The correction is 
obviously approximate only, but to exclude the cases developing in 
subjects who had failed to take penicillin without at the same time 
changing the base figure would result in rates biased in favor of the 
prophylactic procedure 

{ Mr. Jerome Cornfield and Mr. Nathan Mantel, of the Office of the 
Statistical Coordinator, Division of Public Health Methods, assisted in 
calculating these rates and making the appropriate corrections. 


there were, for e 


posed to have received penicillin after each liberty but 
who, for a variety of reasons, detailed in the second 
footnote of table 1, are known not to have taken the 
prophylaxis. 

In the experimental group, presumably receiving 
penicillin, there were 5 cases (105 per thousand men 
per year, and 1.8 cases per thousand liberties, third 
footnote of table 1). In 3 of these 5 failures, there 
was no entry on the card that the subject had received 
penicillin, and there is therefore reason to suspect that 
no drug was taken. These cases have, however, been 
included in the failures of table 1 and in the foregoing 
estimated rates. 
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The question may be raised as to whether the appar- 
ent efficacy of the procedure was due to the fact that 
the men received a tablet after each liberty and that 
the infection may therefore have been aborted not by 
a single tablet but by 3, 4 or even 5 such tablets taken 
in succession. However, i in 46 per cent of the liberties 
in the experimental group, a minimum of 3 days 
elapsed before the next liberty, and in 34 per cent date 
was a minimum of 4 days. In the entire group, the 
average number of liberties was 1.1 per week, and 
the average interval between liberties was 6.3 days. In 
view of the fact that gonorrhea usually develops in 3 to 
5 days,’ it follows that on the average only 1 to 2 
tablets would have been taken during the incubation 
period of the disease. It seemed clear that this amount 
of penicillin taken by mouth, usually within less than 
4 hours after exposure, had materially reduced the 
incidence of gonorrhea. 

EXPERIMENT 2. Effect of 250,000 Unit Tablets of 
Penicillin on the Incidence of Gonorrhea.—On the ter- 
mination of this first experiment, the size of the tablet 
was increased to 250,000 units, the men remaining in 
the same two groups.* The incidence in the control 
group continued at a high level, 8 cases developing 


Graphic depiction of the prevention of gonorrhea with peroral adminis- 
tration of penicillin. 


in an eight week period after 745 liberties (325 cases 
per thousand men per year, and 10.8 per thousand 
liberties). In addition, there were 3 cases in subjects 
supposed to have received penicillin, but who took 
unauthorized leave and did not receive penicillin after 
exposure. In the experimental group receiving peni- 
cillin, there was only 1 case in 569 liberties ; this subject 
denied having received a tablet, despite the entry on 
his card. 

The results obtained in the 24 weeks of these first 
two experiments are summarized in the left-hand por- 
tion of the figure, which shows graphically the influence 
of the 100,000 and 250,000 unit tablets on the incidence 
of gonorrhea. If one combines all the data, then the 
following results are obtained: (a) In the control 
group a total of 43 cases developed after 3,616 liberties, 
an incidence of 11.9 cases per thousand liberties, and 
508 cases per thousand men per year. (b) In the 
experimental group receiving penicillin at a dosage of 
100,000 units, there were 5 cases after 3,218 leaves 
(1.8 cases per thousand leaves, and 105 per thousand 


Pelouze, P. S.: Gonorrhea in a Male and Female, ed. 3, Phila- 
deta, 3. Saunders Company, 1939 

Midway in this period, the total number of subjects in the station, 
ak available for the study, was suddenly reduced from 361 to 224. 


| 
14 
CONTROLS: 
AFTER WITHORAWAL — 
@ OF PENICILLIN 
g 10 — 
tebdlets 
Number of subjects 137-217 151-213 ? 265-303 
Time period 24 weeks 16 weeks 24 weeks 16 weeks 
Tote! liberties 3616 3216 2023 49202 
Toto! cases gonorrhea 43 46 
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men per year). The probability that this difference 
between the control and experimental groups could 
occur by chance alone is less than one in a million.° 
(c) In the experimental group receiving 250,000 unit 
tablets, there was 1 questionable failure after 569 leaves. 

EXPERIMENT 3. Results When 250,000 Unit Tablets 
of Penicillin Were Taken on a Voiuntary Basis.—In the 
light of the promising results obtained in these first two 
experiments, covering a 24 week period, an attempt was 
made to determine the degree to which gonorrhea could 
be controlled by peroral penicillin prophylaxis taken vol- 
untarily. The men were now informed as to the purpose 
of the study, that they had hitherto received two types 
of tablets, only one of which was effective, and that 


TABLE 2.—Prevention of Gonorrhea with Peroral Penicillin 
(Results When 250,000 Unit Tablets Were Made 
Available on q Voluntary Basis to All 
Requesting It After Exposure) 


A QO 
Previous Results 
Experience 
Over 24 Week Following 
iod B 16 Weeks 
Control ~ After 
Group Not Results During 16 Week Penicillin 
Receiving Period of Voluntary Was 
Penicillin Prophylaxis Withdrawn 
Number of 137-217 331-339 265-303 
subjects 
Total 3,616 4,827 4,920 + * 
number of 
liberties Liberties not Liberties pro- 
protected by tected by 
rophy- single 230, 000 
axis unit tablet 
Number of 3,616 3,373 1,454 4,920 + 
liberties 
Number of 45 13 1(2)8 46 
cases of 
gonorrhea 
Incidence: 11.9 3.9 1 10.7 + 
cases per 
liberties 


* Based on average figure in the first 24 weeks of the study of 3.8 
liberties per man per 4 weeks. 

+ These represent liberties at which (a) there had definitely been no 
exposure, (b) exposure had been marital partner only or (c) there had 

n extramarital exposure, but the subject had elected not to take 
the penicillin tablet. 

t Since the men were at this time informed as to the purpose of the 
tablets, there had probably been exposure on essentially all the liberties 
after which penicillin was requested: one would therefore have expected 
an even — rate in this group than in the unselected experience of 
the first 

§ This werittonathe failure represents a man who had gonorrhea 
7 days after receiving penicillin prophylaxis, but who had, in the mean- 
time, been on unauthorized leave for 5 days, with repeated exposures. 


although no attempt would be made to impose the 
administration of the tablets, they would be available 
as desired on return from leave. 

In such a volunteer study, it is a reasonable pre- 
sumption that most of those requesting penicillin after 
a shore leave had actua!ly been exposed. By the same 
token, of those who did not request prophylaxis a large 


5. A total of - infections were observed after 3,616 liberties in the 
control group, and 5 infections after 3,011 liberties in the experimental 
group (corrected as indicated in fourth [§] footnote of table 1 for those 
who failed to take prophylaxis). If the rate per thousand liberties was 
the same among the controls and the experimental group, the expected 
number of infections would have been 26 among the controls and 2 
among the experimental subjects instead of 43 and 5, respectively. The 
chi square test indicates that a difference of this magnitude or greater 
between the expected and actual number of infections could have occurred 
by chance less than one time in a million. Even if the infections where 
prophylaxis is known not to have been taken are included as failures in 
the experimental group, the difference between the experimental and 
control groups is still highly significant. So computed, there were 14 
infections in 3, liberties in the experimental group, and 43 infections 
in 3,616 control liberties. Were there no difference in the rates in the 
two groups, the expected values would have been 28 and 29, respectively. 
A difference between the actual and expected values of this magnitude 
or greater could have occurred by chance alone about once in thirty 
thousand times. 
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proportion either had not been exposed or had been 
exposed only to their regular sex partner. This volun- 
tary selection clearly biased the data against the peni- 
cillin prophylaxis. 

As is indicated in section B of table 2, there were 
a total of 14 cases of gonorrhea over the 16 weeks of 
this voluntary study. Thirteen of these cases occurred 
in subjects who had chosen not to take prophylaxis 
on returning from the leave in which the disease was 
contracted. This represents an incidence of 3.9 cases 
per thousand “unprotected” leaves. In the 1,454 leaves 


protected by penicillin there was only 1 case, and in 


this instance the subject was absent without leave for 
5 days in the 7 day interval between the “protected” 
leave and the date the symptoms appeared, with several 
“unprotected” exposures during that interval. 

EXPERIMENT 4. Results When Penicillin Was With- 
drawn.—After this 16 week period of voluntary prophy- 
laxis, the penicillin tablets were withdrawn. As shown 
in the right-hand portion of the figure, the rates 
promptly returned to their “normal,” prestudy level. 
Over the following 16 weeks, during which the station 
complement varied from 265 to 303 men, there were 
a total of 46 cases of gonorrhea. This represented an 
incidence of 525 cases per thousand men per year, and 
an estimated® incidence of 10.7 cases per thousand 
liberties, essentially the same as that observed during 
the controlled experiment in the men who received 
a placebo instead of penicillin. It seemed clear that 
the opportunity for infection had not changed materially 
during the period covered by the penicillin experiment 
and that the reduced incidence in those taking the drug 
(figure) could with some assurance be ascribed to the 
penicillin and not to some extraneous factor. 


COMMENT 

1. Efficacy —The foregoing data, graphically sum- 
marized in the figure, indicate that the ingestion of a 
single 100,000 to 250,000 unit tablet of penicillin may 
constitute a simple method for prevention of gonorrhea, 
one which can be used effectively for a number of 
hours after exposure and which does not have some 
of the undesirable features which attend the use of 
local prophylaxis. Under the conditions of the present 
study, the 100,000 unit tablet caused an 85 per cent 
reduction in the incidence of gonorrhea (5 cases in 
3,218 liberties, as compared with 43 in 3,616 unpro- 
tected liberties) and the 250,000 unit tablet was more 
than 90 per cent effective (2 questionable cases in a 
total of 2,023 liberties). 

The maximum period after exposure for which peni- 
cillin at those dosage levels could be relied on to abort 
gonococcic infection remains to be determined. The 
organisms multiply so rapidly and the incubation period 
of the disease is so short, that those doses may remain 
effective only if taken within 2, 4 or 6 hours, after 
which larger or multiple doses may become necessary. 
This is clearly indicated by the study of Campbell, 
Dougherty and Curtis,’ who found in a second group 
of men that a single 200,000 unit tablet of penicillin 
taken on average of 14 hours after exposure caused 
approximately a 58 per cent reduction in the incidence 
of 


Assuming that the number of liberties per man remained a 
of 3 per week, the of the 40 weeks of the 
7. Campbell, V. W. H.; herty, J., and Curtis, C. E.: Delayed 
Aduninlaeation of Oral Bente as Proph: laxis for Gonorrhea, read 
before the Annual Scientific Session of American Venereal Disease 
Association, Washington, D. C., April 8, 1949. 
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The degree to which this generally uncooperative 
group of subjects accepted penicillin “prophylaxis” and 
the demonstrated efficacy of the procedure indicate its 
possible feasibility for the control of gonorrhea in 
the military forces. Were the penicillin tablets generally 
available, there is no reason to doubt that it would be 
as effective also for those in the civilian population 
who elected to use it. 


2. Complications —There are at least four complica- 
tions which might attend the repeated peroral use of 
penicillin for the prevention of gonorrhea. In this 
study, admittedly small in scope and limited as to the 
number and type of personnel, we have seen no evi- 
dence that any of these complications occurs with such 
frequency as to contraindicate the peroral use of peni- 
cillin for the prevention of gonorrhea. 

(a) There was no evidence of sensitization to the 

drug, or any other toxic manifestation, when 100,000 
unit tablets were taken by an average of approximately 
150 men over a period of 16 weeks at an average 
frequency of 1.1 times weekly, and when approximately 
85 of these subjects continued with 250,000 unit tablets 
over an additional period of 24 weeks at approximately 
the same frequency. It is to be noted that there were 
many persons in this group who averaged more than 
3 tablets weekly over those entire periods, without 
evidence of sensitization. 
_ There is, however, good reason to believe that the 
ingestion of 250,000 unit tablets as often as daily over a 
period of weeks would in some cases cause sensitization 
to the drug. One such case was observed in the course 
of the present study in a group of 7 persons who received 
daily doses of 250,000 units over a period of weeks 
in order to follow the effect of such regular daily intake 
on the bacterial flora of the mouth and intestine.* The 
proportion of persons so affected, the severity and dura- 
tion of the complication and the permanence of the 
sensitization are perhaps of lesser importance in rela- 
tion to the prevention of gonorrhea (in which the 
penicillin would be taken only intermittently) than they 
are in relation to the possible use of penicillin for the 
prevention of other infections (cf. section 3). 


(b) All the subjects in whom gonorrhea developed 
were cured with the administration of penicillin in 
therapeutic doses. There has been no indication of 
penicillin-fast strains of gonococci developing in con- 
sequence of the intermittent ingestion of penicillin tab- 
lets by men repeatedly exposed to infection. 


(c) There has as yet been no demonstrated instance 
of the suppression or retardation of syphilitic infection 
caused by the intermittent intake of penicillin tablets. 
Four cases of syphilis were discovered in the subject 
population in the course of this study, all detected by 
serologic test, and without history of a chancre or rash. 
However, of these 4 cases, 2 were in control subjects 
who had received no penicillin. The third subject did 
not have a serologic test when he first reported to the 
station (April 27, 1948), remained at the station for 
only a month and was discovered to have a positive 
serologic reaction four months later. There is thus 
reason to suspect either the presence of latent syphilis 
at the time of his arrival or that he contracted syphilis 
in the interval between May 28 and September 23 The 
last subject was seronegative Jan. 26, 1948, and was 
discovered to have a positive reaction on April 16. 
Although nominally in the experimental group during 


8. Although strains highly eeanepeite to penicillin disappeared with 
p r ) pee there was no emergence of new, resistant strains (Roman- 
Personal communication to the authors). 
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this period, he had consistently refused penicillin, had 
had gonorrhea twice and received only a single tablet 
of penicillin in the entire three month period. 

d) The effect of the intermittent ingestion of a 
single 250,000 unit tablet of penicillin on the flora of the 
mouth and intestine remains to be determined.‘ 

3. General Considerations.—The results here reported 
in the prevention of gonococcic infection bear out the 
general thesis © that infections suscepible to treatment 
with penicillin may be successfully aborted during the 
incubation period by relatively small doses of penicillin. 
Thus, it may be possible to terminate epidemic out- 
breaks of such infections by the daily peroral adminis- 
tration of penicillin over a limited period of time to 
the entire susceptible and exposed population. 

The early use of penicillin has been succ 
applied to the prevention of syphilis.®° In the contacts 
of cases known early and infectious disease, a single 
injection of 600,000 units of penicillin in oil and wax, 
administered weeks after the original exposure but 
before the development of serologic or clinical evidence 
of infection, decidedly reduced the proportion who sub- 
sequently had syphilitic infection. It is a reasonable 
expectation that procaine-penicillin in oil (with alumi- 
num monostearate) would be even more effective, 
particularly if administered within a few days after 
exposure. 


SUMMARY 

A single tablet of penicillin, taken by mouth as the 
men returned from shore leave, and within an average 
of 2 hours after possible exposure, materially reduced 
the incidence of gonorrhea in a group of military per- 
sonnel, 

1. In a control group of 176 to 195 men receiving 
a placebo tablet which contained no penicillin, there 
were 43 cases over a period of 24 weeks in a total 
of 3,616 liberties (508 cases per thousand men per 
year, and 11.9 per thousand liberties). 

2. In the experimental group, consisting of 151 to 
213 men who received a single 100,000 unit tablet, 
there were 5 cases in 3,218 liberties (1.8 per thousand 
liberties, and 105 per thousand men per year). In 
3 of these 5 cases there was reason to doubt that the 
penicillin had been received. 

3. When the size of the tablet was subsequently 
increased te 250,000 units, there was 1 questionable 
case over an 8 week period in an experimental group 
of 87 to 141 men with 569 liberties. When the peni- 
cillin was then made available to the entire station 
on a voluntary basis, so that it was taken only by 
those who had actually been exposed, there was again 
1 questionable case in 1,454 liberties followed by 
penicillin prophylaxis. From the previous contro! 
experience one would have anticipated at least 20 cases 
in these 2 groups of 2,023 liberties. 

4. In the dosages and under the conditions here 
used there were no toxic complications to the inter- 
mittent ingestion of single penicillin tablets, no clearcut 
instance of suppressed syphilitic infection and no indi- 
cation of the development of penicillin-fast strains of 
gonococci. 

The implications of these observations with respect 
to the prophylactic use of penicillin in other infections 
are discussed in the text. 


Eisenberg, H.; Plotke, F.; Laughlin, M. E., and Baker, A. H.: 
Penicillin os the Prophylactic Treatment of Syphilis, read before the 
Annual entific Session Venereal Disease Association, 
Washington, D. C., April 8, “1949, 
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HEADACHE ASSOCIATED WITH PATHOLOGIC 
CHANGES IN CERVICAL PART 
OF SPINE 


A. IZARD JOSEY, M.D 
Columbia, S. C. 


Headache is a symptom suffered at some time by 
almost 100 per cent of mankind and is the presenting 
complaint of a high percentage of patients seeking help 
from a physician, As knowledge of the multitudinous 
factors involved in the production of headaches has 
become more extensive the physician has been enabled 
to furnish more relief for the symptoms. Fortunately 
most headaches are infrequent and transient and respond 
to rest or simple analgesics. The more frequent and 
protracted headaches offer a challenge to the diagnostic 
and therapeutic ability of the physician, but too fre- 
quently relief for the patient is not obtained. Doctors 
have little knowledge of the actual mechanism of the 
production of headache, and most thinking in the matter 
is based on relatively few experimental or pathologic 
observations and a multiplicity of deductions, some of 
which are contradictory. 

Within the past fifteen or so years the greatest 
amount of interest has evolved in the various headaches 
thought to be caused by vascular disturbances in or 
about the cranium. The works of Penfield,’ Pickering,” 
McNaughton * and Wolff * and their co-workers have 
established the areas of cranial sensitivity as being prin- 
cipally the extracranial arteries of the scalp, the arteries 
of the meninges and the large venous sinuses and the 
meningeal structures closely adjacent to these vessels. 
In addition, these investigators have demonstrated that 
pain produced in the head anterior to a vertical line 
bisecting the ears superficially and on or above the 
tentorium cerebrii is transmitted through the fifth cra- 
nial nerve; pain posterior to the ears and below the 
tentorium cerebrii is carried by the ninth and tenth 
cranial and the upper three cervical nerves. This 
explanation fails to account for certain headache phe- 
nomena, particularly with the headaches associated with 
pathologic changes in the cervical part of the spine. 


The purpose of this communication is to describe. 


a group of cases in which headaches were associated 
with a symptom complex and physical observations of 
a similar nature and the common factor of the roent- 
genographic demonstration of the loss of the normal 
lordotic curvature of the cervical part of the spine. 
Some simple historical points and physical signs will 
be discussed. It will be shown that demonstrable arthri- 
tis of the cervical part of the spine is not necessarily 
present. This symptom complex is not a new one, but 
it is one which I am sure is frequently overlooked. Too 
often the patient is sent off on a round of investigations 
of eyes, sinuses and teeth, and then all too often the 
diagnosis is neuralgia, atypical migraine, chronic sinusi- 
tis, constipation or psychoneurosis. 


REPORTS IN THE LITERATURE 


Pathologic change in the cervical region as a cause 
of headaches has been the subject of medical writings 


1. (a) Penfield, W.: Intracerebral Vascular Nerves, Arch. Neurol & 
27: 30 (Jan.) 1932; (b) Contribution to Mechanism of Intra- 
cranial Pain, A. Research Nerv. & Ment Dis., Proc. 15: 399, 1935. 
W.: ihe Mechanism of Headache 
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for many years. Telling ® in 1911 referred to rheumatic 
or indurative headache and related it to “fibrositis” in 
the posterior cervical region. Patrick ® in 1918 gave a 
good clinical description of headache which, originating 
in the cervical region, radiated upward and to the 
frontal regions. He did not believe that the headache 
was related to fibrositic nodules in the neck, but rather 
to focal infection, and noted exacerbations in relation 
to exertion, rotation of neck and coughing. Gunther 
and Kerr? in 1929 described 8 cases of headache, prin- 
cipally occipital in location but at times with temporal 
radiation, among 30 cases of arthritis of the spine with 
what they called a “radicular syndrome.” Bisgard * in 
1932 reported 31 patients with roentgenographically 
demonstrable arthritis of the cervical part of the spine 
who had occipital headaches, who obtained some relief 
by supporting the head with the hand, by lying down or 
with heat. In 1937 Holbrook ® presented a plea for 
more consideration of arthritis of the first three cervical 
vertebrae as a cause of headache. The type of head- 
ache he described was principally occipital in location, 
but at times there was temporofrontal radiation, was 
often protracted for months, although variable in 
degree, and was associated with roentgenologic evi- 
dence of hypertrophic arthritis of the upper cervical 
part of the spine. He used heat and massage and 
immobilization of the neck but found therapy rather 
unsatisfactory. Hartsock '® in 1942, in describing pro- 
longed headache due to cervical arthritis, said that the 
symptom complex is characteristic, with pain begin- 
ning in cervical muscles radiating upward to occiput 
and forward to temporal regions. In 1942 Kelly ™ 
reported on a group of 40 patients with headache of 
various causes, “indurative,’ “fibrositic,” “‘post-trau- 
matic” and “postmeningeal,” who had both occipital 
and frontal localization temporarily relieved by injec- 
tions of procaine hydrochloride into localized areas in 
suboccipital regions. None of these authors except 
Kelly related the headaches described to trauma. In 
1944 Jones and Brown” related the headache of 
“post-traumatic head syndrome” to some type of path- 
ologic change in the upper cervical part of the spine 
but did not present roentgenologic evidence. These 
latter two authors used injections of procaine hydro- 
chloride in the upper cervical region with some relief 
of symptoms. Davis ** in 1945, in a study of injuries 
of the cervical part of the spine, pointed out that 
symptoms, which may include headache, might develop 
from relatively minor trauma. Such symptoms may 
appear only after months or years, and the original 
injury may be overlooked in the patient’s casual mem- 
ory. After a roentgenographic study of a series of 
normal and post-traumatic cervical spines, he stated 
that the loss of the normal convexity of the cervical 
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of the spine always indicates post-traumatic 
derangement of the posterior intervertebral joints. This 
change is not generally recognized, and he stated that 
he did not recognize this abnormality prior to 1936. 
This loss of the normal curvature of the cervical part 
of the spine without roentgenographic evidence of gen- 
eralized arthritis has been pointed out by those 
authors * interested in ruptured disks of the lower 
cervical region. Little*® in 1946 reported his experi- 
ences in the management of a group of patients with 
chronic or recurrent headaches who had had _ vari- 
ous diagnoses, such as, postconcussion syndrome, 
atypical trigeminal neuralgia, migraine and_ hysteria, 
and a high percentage of whom showed roentgeno- 
graphically a loss of the normal cervical lordosis. He 
described 3 such patients, only 1 of whom had any 
known history of trauma. He tried various therapeutic 
measures and found that head traction, though not 
highly successful, produced more relief than other 
measures. Crutchfield '* used traction with tongs fixed 
in the skull in a group of cases in which the diagnosis 
was what is considered occipital neuralgia. No changes 
in alinement of the cervical part of the spine were 
noted in his cases, but the results, as far as relief of 
occipital pain was concerned, were encouraging. 


CLINICAL EXPERIENCE 


In the past two years a group of 20 patients with 
the presenting symptom of headache of a particular 
variety were seen in my practice. Although not pre- 
senting a clearcut symptom complex, the history and 
physical observations presented many features of a 
similar nature and the roentgenogram was always char- 
acteristic. A history of trauma was usually not obtained 
except on direct and insistent questioning and often 
was of such slight degree, or so far in the past, that 
the patient was not impressed with its relationship 
to headache. There was usually, but not always, a 
history of attacks of soreness and stiffness or “cricks” 
in the neck either preceding or in association with the 
headaches. The headaches were frequent, almost daily, 
and usually prolonged and recurrent for weeks or 
years. Most often beginning in the occipital region 
with radiation to the frontal er supraorbital region, 
the headaches were steady and varied from a mild ache 
to intense pain. The frontal pain was unilateral or 
bilateral. At times the frontal headache was so pre- 
dominant that only after direct questioning was any 
painful symptom referred to the occipital region or the 
neck. Position of the head and neck appeared to be 
a definite factor. Headache frequently had its onset 
while the patient was in bed and in early morning. 
The position of the head at work, any exertion which 
placed a strain on the neck and driving a car were 
often precipitating factors. In some cases the head was 
held in an obviously abnormal manner, but this was 
never extreme. Manipulation of the neck usually 
revealed some resistance to extreme lateral motion, 
but there was no obvious spasm of the superficial mus- 
culature. In practically all cases, firm pressure with 
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the examiner’s thumb just lateral to the body of the 
second cervical vertebra produced pain locally and also 
a radiating pain which was described as_ shooting 
through the head to the frontal or supraorbital region. 
When the symptoms of headache were bifrontal this 
phenomenon could often be produced on both sides. 
Such pressure would almost always reproduce the 
frontal headache complained of, but it would not be 
protracted. If the patient was suffering from head- 
aches during the course of the examination, traction 
simply with the examiner’s hands on the head in an 
upward direction almost always produced temporary 
relief. Nausea of slight degree was present only if the 
headache was particularly severe. There was no vomit- 
ing. A roentgenogram of the cervical part of the 
spine in each case invariably revealed an abnormal 
loss of normal lordotic curvature. In most instances 
roentgen exposures were made in three lateral posi- 


Fig. 1.--Lateral roentgenogram of a normal cervical part of the spine 
demonstrating the smooth lordotic curvature. 


tions: (1) head held comfortably erect with the eyes 
fixed on a spot level with the eyes, (2) in extreme 
flexion and (3) in extreme extension. The roentgeno- 
grams of the normally erect position furnished the 
easiest demonstrable features. In only 2 cases was 
evidence of hypertrophic arthritis seen, and this was 
not of extensive degree. 

All of the patients described underwent a complete 
general physical investigation with routine examina- 
tions of urine and blood. Special examinations for the 
usually common causes of headache were carried out 
where there was any indication. A number of the 
patients had refractive errors but were wearing suitable 
lenses, so that eye strain was not considered a factor. 
None had sinus disease. Hypertension and renal dis- 
ease were absent in all cases. The psychic element was 
evaluated in all cases and not considered to be a factor. 
An allergic diathesis was present in 2 cases but had 
been controlled by diet and antihistamine drugs prior 
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to the onset of the severe headache in 1 case and could 
not be considered a factor in either. All cases have 
been followed long enough to rule out presumably the 
presence of an intracranial neoplasm. Of the 20, 6 
illustrative cases are briefly reported. They were 
chosen from the group to demonstrate the main features 


Fig. 2. (case 1).—Lateral roentgenogram of the cervical part of the 
spine taken on April 25, 1947, demonstrating straightening of the entire 
cervical part of the spine. 


of the syndrome and the variables seen in symp- 
toms, physical and roentgenographic observations and 
response to therapy. 


REPORT OF CASES 

Case 1—E. D., a woman aged 40, while attempting to enter 
a slowly moving car, was thrown to the floor of the car 
on April 5, 1947. She did not appear to be injured at the 
time and had no specific complaints. One week later an aching 
pain developed in the posterior cervical region and a sharp 
pain in the right supraorbital area. There was limitation of 
extreme motions of the neck. Pressure of the thumb to the 
right of the second cervical body produced, in addition to local 
discomfort, a sharp supraorbital pain similar to the spontaneous 
headache. A roentgenogram of the cervical part of the spine 
on April 25 showed a loss of normal lordotic curve with a 
straight alinement from the first to the seventh cervical seg- 
ment. The cervical and supraorbital pain persisted unremit- 
tingly for three weeks, during which time she received local 
physical therapy and wore a cervical collar constantly. There 
was some improvement after this, but headaches would reappear 
after she lay down at night and also on any excess exertion. 
Driving an automobile, with the necessary frequent movements 
of the head, would always produce an aching sensation in the 
neck and the right supraorbital headache. These symptoms were 
frequent for about three months and necessitated the use of 
a cervical collar at intervals. During this period the patient 
would frequently awaken at night with headache and would 
apply the cervical collar for relief. Gradually the aching in 
the neck and headaches became less frequent, but even eighteen 
months after the original injury the exertion of lifting any 
heavy object or driving an automobile in traffic would be 
followed by the same symptoms, which could be controlled 
by administration of an analgesic. A lateral roentgenogram 
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of the cervical part of the spine on Sept. 14, 1948, showed 
some improvement in comparison with the original roentgeno- 
gram in that there was a slight curvature seen, but far from 
the normal lordotic curvature. 

Case 2—J. C., a man aged 49, seen on May 3, 1948, had 
suffered with attacks of headache for an undetermined number 
of years. The greatest discomfort was a dull to sharp ache 
across the frontal region, with more localization over the left 
eye and with some radiation to the left occipital region. These 
headaches appeared at irregular intervals of one to three 
months and would persist for two to fourteen days. There 
was no particular time of day for their appearance, but when 
present they were constant. He was unable to determine any 
specific precipitating factor, but excess exertion was thought 
to be contributory. He sought an explanation from many 
physicians, but he was led to believe that his headaches were 
caused by constipation or sinusitis. Only after close search 
of his past history was it disclosed that he had received a 
head injury in 1918 and had been unconscious for eight hours. 
He also had fallen out of a tree at the age of 10 years. 
Examination showed no real limitation of movements of the 
neck. Pressure just to the left of the second cervical body pro- 
duced slight but definite radiation of pain through the head 
to the left supraorbital region. During an attack of headache 
the application of head halter traction for a few minutes gave 
prompt temporary relief of the head pain. A roentgenogram 
of the cervical part of the spine showed an abnormally straight 
alinement from the first to the seventh cervical segment without 
any evidence of arthritic changes. He was instructed to use 
head halter traction at home three or four times a day for 
fifteen minute periods. After three weeks he did not suffer 
any further headaches. He was then instructed to use traction 
at the onset of any headache. When last interviewed, on 


Fig. 3. (case 1).—Lateral roentgenogram taken Sept. 14, 1948 showing 
slight return of posterior curvature, but the second through the fifth 
cervical bodies have a straight alinement. 


October 15, he stated that he had had only occasional mild 
headache in the frontal region, occurring sometimes at night 
and again when he was fatigued. Coughing and sneezing also 
would cause some frontal pain. In general he had shown 
remarkable improvement and had not had to use traction for 
several months. 
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Case 3.—Y. W. H., a male draftsman, seen Nov. 1, 1946, 
had frequent headaches as far back as he could remember. 
Pain was bifrontal, beginning over either eye and spreading 
at times radiating to the occipital region. Attacks would occur 
almost daily for several months with some periods of remission 
for several weeks. Usually onset of the headache would be 
early in the morning with some relief after arising and use 
of analgesics, but the onset at times would follow physical 
exertion or driving a car for long periods of time. In addition, 
he had suffered with attacks of “cricks” in the neck for a 
number of years, not necessarily related to headaches. There 
was limitation of right lateral motion of the neck. Pressure 
to the right of the second cervical body produced sharp right 
supraorbital pain which seemed to radiate through the head. 
A roentgenogram on November 1 disclosed a loss of the normal 
curvature with slight anterior angulation at the fourth cervical 
segment. He was instructed to use head halter traction for 
twenty minutes twice daily and to sleep without a pillow. This 
gave some relief of symptoms for a time, particularly the neck 
pains, but the symptoms of headache persisted with little 
abatement. Various drugs were tried, including nicotinic acid, 


Fig. 4. (case 2).—-Lateral roentgenogram showing straightening of the 
bodies of the entire cervical portion of the spine. 


ergotamine tartrate (gynergen®) and tripelennamine hydrochlo- 
ride (pyribenzamine® hydrochloride). None of these had any 
effect. He obtained some relief with acetylsalicylic acid with 
occasionally some codeine. Although the headaches were dis- 
comforting they were not incapacitating, and he did not wish 
to try any further or more drastic therapeutic measures. A 
roentgenogram of the cervical part of the spine on Sept. 15, 
1948, showed no change from the original roentgenogram. 


Case 4.—A. C., a woman aged 38 years, a typist, was first 
seen Dec. 15, 1947. At 6 a. m., December 13, severe throbbing 
pain occurred in the right occipital region, which disappeared 
in half an hour. About 1. p. m. the same day severe pain devel- 
oped in the right occipital area which radiated to the right 
parietal and then through to the right supraorbital region, 
lasting two hours. Again on December 14, about 8 a. m., 
severe right occipital and right frontal pain appeared in asso- 
ciation with aching in the right upper cervical region which 
persisted to the time of reporting to my office the next day. 
She admitted to an injury to her coccyx at the age of 13, but 
only after close questioning was the history of a recent fall 
elicited. On December 6 she fell a short distance on stone 
steps, striking her chin. She was dazed for a few minutes but 
had no other immediate complaints. In addition, she had had 
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infrequent attacks of “stiff neck” for about ten years. There 
was no limitation of motion of the neck. Firm pressure just 
te the right of the second cervical body produced a sharp 
pain in the right frontal region. A roentgenogram revealed 
a fusion of the fifth and sixth cervical bodies, thought to 
be congenital, and a straightening of the bodies of the first 


Fig. 5. (case 3).—Lateral roentgenogram taken Sept. 15, 1948. There 
is total loss of lordotic curvature. 


through the sixth cervical vertebrae. Traction applied in the 
office gave temporary relief of the headaches. She was 
instructed to use head halter traction at home for fifteen minutes 


Fig. 6. (case 5).—Lateral roentgenogram taken Sept. 15, 1948, showing 
loss of normal curvature from the first through the fourth cervical seg- 
ments. Slight arthritic changes are present. 


three times daily and to wear a cervical collar at night. She 
obtained considerable relief from these measures, and the per- 
sistent headache disappeared after sixteen days. The headaches 
occurred at frequent intervals for the next ten weeks, and there 
was considerable increase associated with coughing and sneez- 
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ing during an attack of coryza during the week of Jan. 14-21, 
1948. Up to the time of reporting, Oct. 15, 1948, she occa- 
sionally had a moderate headache if she was overfatigued or 
following prolonged work at a desk with her head flexed. 
This headache responded to rest and administration of an 
analgesic. A roentgenogram taken September 27 showed a 
slight, but far from normal, lordotic curvature of the cervical 
part of the spine. 

Case 5.—H. H., a housewife aged 50, had had headaches 
almost daily for over twenty-five years. Pain was in the upper, 
posterior cervical, occipital and bifrontal regions. Occurring 
on her awakening in the morning, they were usually less 
noticeable after she became active, but were always made worse 
with excess physical exertion. At rare intervals there had 
been some pains in the right shoulder region and right upper 
arm. She had sought relief from many physicians. In addition, 
she had had hay fever for many years, but with some relief 
by the attention of an allergist in the previous several years, 
without any effect on the course of the headache. At age 5, 
she had fallen from a second story window and was uncon- 
scious for several hours. She was first examined May 9, 1946. 
The neck was held rather stiffly, and there was definite limita- 
tien of flexion. Pressure laterally to the left of the second 
and third cervical bodies produced occipital and left frontal 
headache. A roentgenogram showed loss of normal curvature 
from the first to the fourth cervical segments, and slight 
arthritic changes were seen. Traction with a head halter was 
followed by temporary relief of the headache. Use of the head 
halter at home failed to prevent the daily headaches, and she 
reverted to the use of the analgesics she had previously used. 
She continued to have almost daily headaches, and prolonged 
rest was the only measure which produced any effective relief. 
A roentgenogram on Sept. 17, 1948, showed no change from 
the first roentgenogram. 

Case 6.—B. H., a male executive, aged 52, seen July 9, 
1947, first experienced an aching pain in the left occipital and 
suboccipital region on July 7, which had been moderate but 
persistent. At 3:30 a. m. on July 9, he awakened with a 
severe sharp pain in the left temporofrontal region which lasted 
about forty-five minutes. Again, about 11:00 a. m., the same 
symptoms returned and were rather severe when he coughed 
or turned his head. There was no known injury to the head 
or neck in the recent or remote past. There was limitation 
of extreme movements of the neck in all planes. Pressure just 
left lateral to the second cervical body caused sharp left 
frontal pain. A roentgenogram taken on July 9, 1948, showed 
straightening of the entire cervical part of the spine with slight 
anterior angulations at the fifth body. He was given acetyl- 
salicylic acid and codeine and asked to use the cervical collar 
at night. After three weeks the headache and neck pain was 
almost completely relieved and he had suffered only slight 
return at infrequent intervals. In spite of the abatement of 
symptoms, a roentgenogram taken September 4 showed no 
demonstrable change. 

COM MENT 


The principal characteristics of this group of patients 
are occipital pain and frontal pain, frequently related 
to position of the head and exertion which places a 
strain on the neck. The headaches may be primarily 
occipital or frontal, may be unilateral or bilateral. In 
almost all cases there is associated aching in the pos- 
terior cervical region or a history of attacks of “cricks” 
in the neck. The symptoms are most often intermittent 
or protracted over months or years, but may be rather 
transient, as in case 6. Most often a history of trauma 
to the head or neck could be obtained, but this was 
either of such mild nature or so far in the past as 
to be overlooked and not related by the patient to the 
headaches. Frequently the component of frontal pain 
could be reproduced by pressure lateral to the second 
cervical vertebral body. The one common factor in 
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all cases was the roentgenographic finding of a loss of 
normal cervical lordotic curvature. Demonstrable 
arthritic changes were seen in only 2 of the cases, 
and, as this process was observed in the lower cervical 
region, it was not thought to be contributory to the 
symptoms. It is of interest to note that 2 patients 
(cases 1 and 4) showed slight but definite changes 
in the roentgenogram, with a tendency to return of the 
normal lordotic curvature after a period during which 
there was symptomatic improvement. One patient 
(case 6), whose symptoms were of only short duration, 
inexplicably showed no change in the alinement of the 
cervical bodies after fourteen months. The 2 patients 
whose symptoms were of longest duration (cases 3 
and 5), and whose symptoms did not change, showed 
no demonstrable roentgenographic changes after two 
and a half and two years, respectively. 

The exact nature of the anatomic or physiologic 
pathologic change cannot be definitely stated. From 
what is known of the innervation of the fore part of 
the head and the structures within the cranium above 
the tentorium by the fifth cranial nerve and the pos- 
terior aspect of the head and the subtentorial intra- 
cranial structures by the upper three cervical and the 
ninth and tenth cranial nerves, it is difficult to explain 
the transmission of the headache through these path- 
ways. It is well known that the sensory nucleus of 
the fifth cranial nerve extends down the spinal cord 
to the level of the third cervical segment, but there 
are no known synapses with the upper cervical sensory 
nerves. It is difficult satisfactorily to conceive any 
direct connection of the nucleus playing a direct part 
in the pain involved in these cases, but such may 
be possible. Wolff and his co-workers ™ noted tran- 
sient pain in the neck aftér prolonged headache from 
various causes, but that type of mechanism hardly 
seems likely in this group of cases. Inman and Saun- 
ders '* produced deep and widespread pain in various 
parts of the human body by various irritants in muscles, 
fascia and ligaments and described it as “scleratomal 
distribution.” Campbell and Parsons ** produced pain 
in the paraorbital area of human beings by injecting 
a little 6 per cent sodium chloride solution into the 
occipitoatlantal periarticular tissues, and both occipital 
and frontal pain by similar injection into the peri- 
articular tissues of the second cervical region. These 
authors also wrote of “scleratomal distribution” and 
noted the painful areas to be closely related 
philogenetically and physiologically. Hadley *° stated 
that the normal curvature of the cervical portion 
of the spine is maintained in the absence of 
trauma even when arthritis is present, and Davis,’* 
as previously noted, called attention to the rela- 
tionship of trauma to the straight cervical portion of 
the spine. One is left with the deduction that trauma 
producing an injury in the nature of a sprain to the 
paravertebral ligamentous structures is the primary 
factor in the type of headache described, further evi- 
dencing itself in an abnormally straightening of 
the entire cervical portion of the spine due to reflex 
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muscle spasm. Arthritis may be a factor late in the - 


condition, but its presence is not necessary for the 
production of the symptom complex. Most probably 
the location of the injury is in the upper cervical 
region, in the first two or three segments, and it is 
not thought to be a disk lesion, as rupture of the 
intervertebral disks at this level has not been described. 
Such may be the case, however. Shoulder pain, arm 
pain and paresthesia of the arms and fingers were not 
usually observed in these cases, so that it is assumed that 
the lesion is not a ruptured disk of the lower cervical 
region, although the roentgenologic observations are 
somewhat similar to those of rupture of a lower cervical 
disk. It differs in that in ruptured cervical disks of 
the lower cervical region the straightening of the spine 
is predominantly in that area, while in the cases pre- 
sented the straightening was either of the entire cervical 
portion of the spine or in the upper portion. 

Treatment in all of these cases has not been exhaus- 
tively applied. Some of the patients had learned to 
put up with their symptoms, or had obtained some 
measure of relief from self-prescribed analgesics and 
added rest. When the symptoms were particularly 
severe, lying supine with a pillow under the shoulders, 
the use of a cervical collar bandage or head halter 
traction produced temporary, and in some cases semi- 
permanent, relief. In cases 2 and 4, in which symp- 
toms were rather severe, the use of head traction was 
definitely followed by satisfactory improvement. In 4 
of the cases the symptoms subsided to the point where 
practically no therapy was needed. In 2 cases the 
therapy applied failed to effect any change. Ergot- 
amine tartrate, nicotinic acid and antihistaminic drugs 
were used in 1 case with protracted symptoms without 
relief. Procaine hydrochloride injections about the 
bodies of the upper cervical portion of the spine was 
not attempted except in 1 case, and no permanent 
relief was obtained. 

SUMMARY 


A group of patients is reported with frontal and 
occipital headaches, usually aching in the neck and 
always with a loss of the normal lordotic curvature of 
the cervical portion of the spine as seen roentgeno- 
graphically. The cause of this headache is in all proba- 
bility an injury in the nature of a sprain to the 
upper cervical part of the spine. The transmission 
of the pain to the frontal region is probably mediated 
through a “scleratomal” distribution or may in some 
way be related to the cervical portion of the nucleus 
of the fifth cranial nerve. Treatment is mainly directed 
toward simple immobilization of the head and head 
traction. 


Brain Surgery.— The brain has been called the Mount 
Everest of surgeons, and it is not surprising, therefore, that 
surgeons did not tackle brain tumours until 1880, when the 
surgery of most other parts of the body was well under way. 
The most important pioneer work in brain surgery was done by 
two men in Britain, William Macewen, of Glasgow, and Victor 
Horsley, of London. After thirty years of hard work on the 
part of these and other workers the mortality from operations 
for brain tumour was still 50%. In the next fifteen years, and 
especially after the first world war, largely owing to the work 
of Cushing in America, the mortality was reduced to 15%; and 
now it is down to 10% and should go lower.—Sir Hugh Cairns, 
Nufheld Professor of Surgery, Oxford; The Australian and 
New Zealand Journal of Surgery, July 1948. 


PARAPLEGIA—FREEMAN 


Special Article 


TREATMENT OF PARAPLEGIA RESULTING FROM 
TRAUMA TO THE SPINAL CORD 


L. W. FREEMAN, M.D., Ph.D. 
Indianapolis 


The essentials in the care of the patient suffering 
from a paralysis of the legs resulting from injury to 
the spinal cord consist of the prompt application of the 
following points: 


. Rotation or flexion of the spine should be studiously 
avoided or the spinal cord may be severed. 
. The deformity of the spine should be promptly reduced by 
traction or hyperextension or both. 
. The patient must be turned every two hours at least. 
Proper care of the bladder includes: 
(a) Avoidance of distention or continuous contraction. 
(b) Encouragement of the development of an automatic 
bladder. 
(c) Avoidance of urinary sepsis, or prompt treatment if 
it occurs. 
(d) Prevention of urinary calculi by exercising upper 
extremities in bed and by early ambulation. 
Proper care of the skin 
(a) Avoid prolonged pressure; turn frequently. 
(b) The bed should be clean, dry, smooth and flat. 
(c) Maintain adequate protein intake. 
(d) Large decubitus ulcers should be repaired surgically. 
. Care of the bowels 
(a) Relieve intestinal distention and constipation promptly, 
with: 
(1) Pituitrin or neostigmine. 
(2) Enemas and rectal tube. 
(b) Watch for and remove fecal impactions promptly. 
(c) Develop proper bowel habits. 
. Watch for, prevent and, if necessary, promptly treat 
anemia, hypoproteinemia and vitamin deficiencies. 
Constantly be on the aiert for complicating emotional 
reactions and help the patient to accept the reality of his 
difficulty. 


The bases on which the treatment prescribed have 
been established are not necessarily original. In many 
instances the course outlined merely represents one of 


N 


several which have been advocated, but the one pre- 


ferred by the committee. The genesis of what is con- 
sidered to be the ideal method of treatment could easily 
be followed, in a temporal sense, over the course of 
several years during which more than 720 paraplegic 
patients were under my care. No phase of the iain 
program failed to reflect my opinions, but the frequency 
with which the superior knowledge of others swayed 
my opinions needs little emphasis. 

It might be well to reiterate the “Munro doctrine,” + 
a profession of faith that may be unjustified in an 
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absolute sense, but certainly cannot be assailed as a - 


goal toward which to strive. It states, “If he has been 
properly treated, every patient with a spinal-cord or 
cauda equina injury who is intelligent and cooperative 
and has the use of the shoulder, arm, and hand muscles 
can be made ambulatory; can have such control of the 
bladder and bowels as to sleep through the night with- 
out either getting up or wetting himself; can carry out 
ordinary activities throughout the day without soiling 
himself with feces or having to evacuate his bladder 
oftener than once every three hours; can lead a normal 
social life, and within the limits ‘of his intellectual 
capacity, can earn a satisfactory living.” ** No such 
goal was imagined in the early phases of experience, 
but as general medical knowledge was given specific 
application, it became obvious that some such goal 
was attainable. For this reason, the later papers of 
Munro served to cement these beliefs. 

For reference, the writings of many neurologists, 
neurosurgeons, and urologists may be consulted.’ That 
many of the methods prescribed are still the subject 
of bitter controversy cannot be denied. Wherever such 
differences exist, reference will be made to pertinent 


apers. 
TRANSPORTATION 


Patients with injury to the cervical spinal cord 
(quadriplegia) should be transported face up* or face 
down.'* The arguments for transportation in the face- 
down position include the avoidance of oral intake of 
fluids during transportation and the elimination of pos- 
sible aspiration of vomitus. These factors appear to 
be less important than other considerations in the 
uncomplicated case. Thus, it seems apparent that trans- 
portation in the face-up position is more favorable, for 
it produces less strain on an already embarrassed res- 
piration. Furthermore, the distress of the patient 1s 
lessened considerably, traction can be applied more 
easily and measures aimed at prevention of turning of 
the head are more advantageously applicable. It seems 
somewhat useless to argue the merits of these systems, 
since it is all too frequently obvious that the initial 
attendants to the injured person are almost invariably 
uninformed. Were an informed person in attendance, 
he would in all likelihood regulate the position for 
transportation by the availability of help, the vehicular 
accommodations and the condition of the patient. It is 
likely that the average patient is best handled in the 
face-up position, with all precautions being taken to 
prevent flexion and rotation of the head with respect 
to the rest of the body. In the face-down position, it 
is difficult to insure a proper airway without turning 
the head to the side—obviously a contraindicated mea- 
sure. A rolled garment in the nape of the neck or 
beneath the shoulders will insure extension. Traction 
on the head from the chin or heavy rolls at each side 
of the head will prevent rotation. Ambulances could 
carry a brace described by Dingman.’ This sectional 
brace is easily applied with a minimum of moving and 


2. (@) Munro (6) Oldberg, E.: The Neurosurgical Considerations 
of Fracture of the Spine, S. Clin. North America 16: 291-302 (Feb.) 
1936. (c) Fay, T.: Surgical Management of Spinal Cord Trauma and 
the Neurogenic Bladder, Pennsylvania M. J. 46: 221-227 (Dec.) 1942. 
(d) Convalescent Care and Rehabilitation of ee with Spinal Cord 
Injuries, War Department Technical Bulletin (TB med. 162), May 1945. 
_(e) Head, H., and Riddoch, G.: The Automatic Bladder, Excessive 
Sweating ‘and Some Other Reflex Conditions in _ Injuries of the 
Spinal Cord, Brain 40: 188-263 (Nov.) 1917. (f) Lewis, L. G.: Treat- 
ment of the Neurogenic Bladder After Acute Spinal g nth S. Clin. 
Hert America 23: 1505-1525 (Dec.) 1943. 

3. (a) American Red Cross First Aid Text-Book, Philadelphia, The 
Blakiston Company, 1940. (b) Rasecuareey and Thoracic Surgery, 
ries the B. Saunders Company, 1943, 
vol. 6. (c) P Le ries ™ {Spinal Cord and Cauda Equina, 


4. Dingman, P A Spi &. o~ Cervical Fractures and Dis- 
locations, J. Bone & Joint Surg. 25: 473-476 (April) 1943. 


offers safety in transportation of the patient by provid- 
ing both immobilization and traction at the same time. 
Should an effort be made to correct obvious deformities 
at the place where the injury has occurred before the 
patient is transported? Certainly closed manipulations 
in the face of embarrassment of the cervical cord are 
hazardous under the best of conditions, and the likeli- 
hood of aggravation of the effects of the injury is 
enhanced by such procedures. On the other hand, the 
structures in the cervical region are mobiie and subject 
to easy manipulation.”” Again, it is often found that 
the initial attendants will have already manipulated the 
head. Laymen often speak of cases in which manipula- 
tion appears to have resulted in life saving. The 
informed attendant would probably do no more than 
apply steady traction to the head, awaiting roentgeno- 
graphic demonstration of the bony lesion. 

For injury to the vertebral column in the thoracic 
region, transportation in the face-down position is 
accepted almost universally. The injury in this region 
usually occurs after a sharp flexion insult, and extension 
tends to reduce or minimize the deformity. Traction 
is of little use because of the splinting of the thoracic 
spine by the chest. 

Transportation in the face-down position is likewise 
accepted for the patient with injury to the lumbar 
vertebral bodies or to the lumbar cord for the same 
reasons previously cited. Here, however, traction to the 
legs may be of some benefit. 


ROUTINE ON ADMISSION TO THE HOSPITAL 


Injury to the spinal cord should be considered a 
surgical emergency. As such, certain principles must be 
held in mind. First, the patient should not be moved 
any more than is absolutely necessary. Second, if sur- 
gical procedures are indicated, there is no basis for 
one’s considering a patient as requiring routine care 
on admission and emergency care several days later. 
The term “spinal shock” has been the subject of mis- 
interpretation and is actually a misnomer.’ Barring 
other injuries that result in surgical shock, the patient 
with acute injury to the spinal cord suffers no dis- 
ability other than loss of all voluntary and reflex 
activities below the point of his lesion. A lowered blood 
pressure is usual, but this alone does not justify the 
diagnosis of surgical shock.’ It is possible that operative 
intervention will be helpful in the early hours,’ provided 
that such intervention is indicated; otherwise, one can 
await the results of conservative treatment. 

The first step on admission is physical examination 
of the patient on the stretcher. Presuming that the 
only lesion suffered has been to the spinal cord and 
its surrounding structures, a neurologic examination 
should be made. Actually, one need not be a skilled 
neurologist to determine the site of injury to the 
spinal cord. A pin, the finger nail or any sharp object 
drawn from the legs upward will show the level of 
the sensory loss produced by the lesion. The testing 
should not be carried out from above downward, as the 
level thus demonstrated is apt to be inaccurate. Fig- 
ure 1 demonstrates the relationships between the spinal 
cord, the dermatome levels as projected on the skin 
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and some familiar body landmarks. Anesthetic levels 
between the nipple line (fourth dorsal) and the inguinal 
ligaments (first lumbar) offer little difficulty of deter- 
mination. It is only in the arms and the legs that 
confusion arises for the neophyte. As seen in figure 1, 
even these areas offer none too great an obstacle. A 
more complete examination would include testing of 
such functions as position sense and vibratory sense 
(dorsal columns), touch and localization (anterior 
spinothalamic tracts) and pain, hot, and cold (antero- 
lateral spinothalamic tracts) as well as all movements 
and reflexes. 

When one has established the probable site of the 
lesion in the spinal cord, this particular region of the 
cord is related to the surrounding bony architecture. 
In general, the lower the lesion is in the spinal cord 
or spinal nerves, the greater is the discrepancy between 
the dermatome and vertebral levels. The probable site 
of the bony lesion is then used as the centering point 
for roentgenograms of the vertebral column. Verifica- 


A 


Fig. 1.—Dermatome pattern Bs we Bailey), with insert A showing the disparity between the 
in the a region and the dermatomes supplied. 


level ~" root origin from the co 
B shows the same relation Py lumbosacral a 


tion is sometimes obtained by the presence of an actual 
deformity of the back that can be detected by palpation. 
Anteroposterior and lateral roentgenograms are usually 
sufficient, although oblique roentgenograms may often 
be desirable. These should be taken on the original 
admission stretcher, if possible, and without appreciable 
movement of the patient. It is highly desirable that 
the responsible physician be in attendance throughout. 

While one is awaiting the development of the roent- 
genographic plates, a no. 16 French Foley (or, if this 
type is unavailable, a soft catheter of the same size 
or smaller) should be inserted under aseptic conditions. 
The amount of urine obtained must be recorded, for 
if it exceeds 800 cc. it is likely that the bladder will 
not show the proper rate of development of reflex 
activity or return to normalcy that otherwise can be 
expected in almost every case. This urine should be 
cultured to serve as a background for subsequent bac- 
teriologic studies and should be examined microscop- 
ically. If there is evidence of blood in the urine, pelvic 
roentgenograms are mandatory and the entire urinary 
tract may need extensive investigation. 
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From the roentgenographic department the patient 
is — either to his room or to the operating pavil- 
ion, still on his admission stretcher. Lumbar puncture 
with careful manometric studies can now be carried 
out. Actually, it seems largely academic to discuss the 
pros and cons of the value of lumbar puncture. The 
presence of a complete spinal fluid block would indicate 
a complete occlusion of the subarachnoid space. Any- 
thing less than this, even with the so-called quantitative 
Queckenstedt sign, simply implies an occlusion of the 
subarachnoid space lying somewhere between a com- 
plete blockage and an opening the size of the needle 
used.* Without denying the usefulness of lumbar punc- 
ture in gradually developing paraplegia due to tumors 
and the like, I consider unlikely that advocates of 
careful manometric examination in patients with acute 
injury to the spinal .cord will ever be able to present 
statistically significant figures to justify their insistence 
on this measure as routine. Certainly, in the pres- 
ence of suspected conconiitant cerebral injury, the 

manometrics would be eliminated. 


Lumbar puncture by itself, with 
measurement of the initial pressure, 
has no contraindication other than 
the required turning of the patient. 
On the positive side, one can deter- 
mine the presence or absence of 
complete blockage and the presence 
or absence of blood. The obser- 
vation of a complete block means 
little, and the observation of no 
block means little more. Specific 
circumstances can easily be cited 
where either of these observations 
might be of importance, but their 
likelihood of occurrence must be 
afforded statistical insignificance. 
By and large, the observations on 
lumbar puncture should receive 
minor consideration. 

On examining the roentgeno- 
grams, one must keep certain points 


in mind. Vertebrae do not slip by 
each other without injury at least to 
the ligamentous and cartilaginous 
structures. In addition, it is infre- 
quent that fracture of the articular facets does not 
occur. Frequently these fractures take place through 
the lamina. It has been my experience that the roent- 
genographic interpretation of the status of the lamina 
is unreliable. This is largely a result of the inability 
to secure proper visualization because of the interfer- 
ence of surrounding structures such as the vertebral 
bodies. Only rarely has it been possible to diagnose 
even serious laminar fractures prior to laminectomy. 

In which cases should open operative procedures be 
carried out? Agreement is general that all incomplete 
lesions showing a gradual progression of disability 
should be explored,® in the belief that subdural hemor- 
rhage may be found and arrested or that some other 
progressive lesion may be controlled. As an academic 
point, this is open to question. The number of reported 
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cases is extremely small.’° Also, the serpentine hemor- 
rhages which occur within the substance of the cord 
are almost impossible to differentiate clinically... How- 
ever, on the chance that a surgically amenable condition 
will be found, exploration is advisable. On the opposite 
side of the picture, when all signs point to a complete 
transverse lesion most neurosurgeons are inclined to 
advise conservative treatment, especially when the 
wound is closed.12 Most agree that wounds of the 
cauda equina, whether open or closed, should be con- 
sidered to be wounds of peripheral nerves and thus 
amenable to open operation."® Some have been enthusi- 
astic about almost routine exploration of all injuries 
to the spinal cord, especially when a spinal fluid block 
is present.'* The policy of the individual neurosurgeon 
will govern the best method of treatment in a given 
patient. In the hands of competent neurosurgeons, the 
mortality rate in laminectomy is extremely low, 
especially when the hazards of general anesthesia are 
not included. I have explored most acute lesions, 
with a gratifying number of patients showing return 
of useful function and without a single surgical death, 
If open operative procedures are contemplated, prop- 
erly typed and matched blood should be on hand for 
supportive therapy during operation. It is again an 
academic point to argue that the treatment of blood 
loss is the avoidance thereof. Even simple surgical 
procedures are often accompanied with the loss of at 
least a pint (473 cc.) of blood.’® In cases of injury 
of the spinal cord the loss of blood is often not well 
tolerated. 

If open operative procedures are not decided on, 
the course to be followed must be determined. In 
cervical lesions, traction is mandatory if displacement 
of vertebrae is present. Even if no dislocation is 
diagnosed, traction is the most comfortable and safest 
method of safeguarding against further damage to 
the injured cord. Halter traction entails certain 
hazards, such as pressure on the jaws with the pos- 
sibility of erosion of skin, toothache and restriction of 
feeding. These hazards are not present with the 
application of Crutchfield or other types of tongs,” 
but certain points must be remembefed in applying 
these. The first is to avoid placement over the motor 
areas (straight above the anterior part of the ears) 
and to determine with certainty that the inner table 
of the skull is not pierced. If no tongs are available, 
stainless steel wires threaded between the skull and 
the dura mater on opposite sides of the longitudinal 
sinus are a satisfactory substitute. Initial traction 
should not be enough to give the patient discomfort. 
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Usually 5 to 8 pounds (2 to 4 Kg.) can easily be 
tolerated. Additional weight, up to 25 or 30 pounds 
(11 to 14 Kg.), should be added gradually until 
roentgenographic check-up reveals adequate reduction. 
In a few cases, it will be found that the facets are 
locked and will require operation or manipulation.” 
The latter can hardly be sanctioned, despite approval 
by some surgeons. Neurosurgeons are all too aware 
of the disastrous aftermath of manipulation of the 
vertebral canal by osteopaths.'* The principle of closed 
reduction of fractures often involves increasing the 
deformity before the deformity itself can be reduced. 
With the spinal canal already reduced to a point where 
the spinal cord is being impinged on, such manipulation 
may readily result in further neural damage. It is 
far better to allow the bony lesion to remain as it is 
than to expose the patient to a dangerous procedure. 
In figure 2 is seen the reproduction of a roentgenogram 
of a patient who had almost no disability except for 
loss of deltoid activity. Not that such an end result 
should be accepted, but to illustrate an extreme, this 
case is presented. 

L. M., a 33 year old Negro, was injured in an automobile 
accident, suffering loss of consciousness for five days. It was 
stated that he had an immediate quadriplegia and was placed 
in hyperextension without traction for twenty days. With 
return of consciousness, bladder control was present, but it 
was two months before bowel control was regained. Within 
one month after injury, function began to return, followed 
shortly by the recovery of movement in the hands and arms. 
When first seen, almost five months after injury, the patient 
was completely ambulatory, with full control of urination (some 
urgency), defecation and erectile power. Results of exami- 
nation were normal except for (1) exaggerated tendon reflexes 
on the left side; (2) absent abdominal and cremasteric reflexes 
on the left; (3) slight hypesthesia on. entire left side of the 
body, starting at the sixth cervical dermatome; (4) decided 
atrophy of the left deltoid and pectoral muscles; (5) moderate 
atrophy and weakness of the right deltoid muscles, and (6) 
hyperesthesia of the third to fifth cervical dermatomes on the 
right and from the second to sixth cervical dermatomes on 
the left. 


If traction is decided on, it still is necessary to 
determine the probability of benefit from later laminec- 
tomy. The factors involved in this decision include 
(1) locking of facets, (2) recovery at a rate less than 
could be expected or (3) persistence of a cerebro- 
spinal fluid block. The first point has already been 
discussed. The second point requires further elabora- 
tion. The presence of root symptoms, and their per- 
sistence, indicates the likelihood of at least limited 
improvement by surgical decompression. Since neuro- 
logic improvement can be expected within hours after 
the application of traction, delay of such signs for 
days has several meanings. First, the lesion may be 
irreversible and, as such, may be beyond aid. Second, 
the lesion may be maintaining, its status because of 
surgically amenable deformities, such as protrusion of 
an intervertebral disk or projection of a bony fragment 
from a fractured lamina into the spinal canal. How 
can a decision be reached? Lumbar puncture with 
careful manometrics may be of benefit. At least some 
measure of the patency of the subarachnoid space can 
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be obtained. -Usually, any degree of patency is con- 
sidered to be adequate patency. Lack of patency means 
encroachment of a severe degree. Is this encroachment 
too great? There is no way to tell except by explora- 
tion. The question then revolves around the possible 
benefit of laminectomy and the value of the knowledge 
of the status of the cord versus the hazards of the 
procedure. This must be an individual decision. 


—Lateral roentgenogram of the cervical part of the spine of 

M., ‘a 33 year old Negro. The fourth cervical vertebra is displaced 
anteriorly on the fifth, with little or no space left representing the spinal 
canal. The facets are locked, and the superior articular process of the 
fifth cervical vertebra has been crushed. The anterior superior edge of 
the body of the fifth cervical vertebra shows fracture. The early bon 
bridging between the fourth, ‘fifth and sixth vertebrae may be noted. 
This roentgenogram was taken five months after injury, when the oulans 
was almost fully recovered. 


Assuming that traction is used, the Stryker frame 
can be used by drilling a hole through the center 
revolving pin. The usual accessories can be attached 
to the regular hospital bed. In spite of the presence 
of traction, the patient must still be turned at one 
to two hour intervals. Details of nursing care have 
already been described.’® 

Postoperatively, the patient can be handled most 
easily on a Stryker frame *° (fig. 3). If this device 
is not available, a hair mattress with boards beneath 
it, a sponge rubber mattress, an air mattress or an 
innerspring mattress can be utilized. Regardless of 
the type of support utilized, the patient must be turned 
at least every two hours, but preferably every hour, 
night and day. Even the appearance of an area of 
skin resembling a first degree burn should be studiously 
avoided. No single feature of care of paraplegic 


patients will reflect inadequacy of care as readily as 


the development of decubitus ulcers. This will be 
discussed more fully. A careful check on intake and 
output of fluids must be kept. Daily analysis of urine 
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and weekly determinations of hemoglobin, red and white 
blood cells and serum proteins should be done. In the 
early stages of care, plain roentgenograms of the 
abdomen should be taken no less frequently than 
monthly as a check for calculi in the urinary tract. 
Fluids should be kept adequate to maintain a urinary 
output of more than 2,000 cc. daily. The diet should 
have a high protein, high vitamin and high caloric con- 
tent. In the face of a falling serum protein level, the 
following formula will be found to be helpful in obtain- 
ing a high protein intake: 
Powdered milk. 


Skimmed milk ............. 


dy cup (315 ce.) 
1 pint (473 ce.) 


gar 1 to 2 tablespoons (15 to 30 cc.) 
Yaesed to taste and sweetened to desire (after Kleinman *). 

This formula provides 92 Gm. carbohydrate, 70.5 
Gm. protein and 2 Gm. fat for each quart, a caloric 
content of 665 calories per quart. It should be given 
as between meal feedings, for it empties from the 
stomach rapidly. It may be cooled, frozen or warmed 
as desired. 


CONTINUED CARE 


As already indicated, diet and fluids require careful 
attention. The following phases require specific 
attention : 

1. Bladder —Whenever there is severe damage to 
the spinal cord or spinal nerve roots in the cauda 
equina, there is complete flaccid paralysis of the bladder 
initially. If the rational method of bladder care out- 
lined by Munro" is followed, it may be possible to 
discard the catheter with the development of auto- 
matic action of the bladder as soon as six weeks after 
injury. Small wonder that the almost routine per- 
formance of suprapubic cystotomies by the armed forces 


Fig. 3.—A patient being turned on a Stryker frame. The sheet and 
the broad leg band afford additional security in preventing the patient 
from falling out if the turning is done too slowly. Pillows are in position 
before the bottom or top sections of the ny Bea are applied, making lifting 
unnecessary. 


was eyed with wonder by some.** Most paraplegic 
patients do not reach the urologist.** Urologists often 
consider suprapubic cystotomy the ideal method of 
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treatment of the paralyzed bladder.** This attitude is 
based largely on observations from World War I. 
Neglected patients should have at least temporary 
suprapubic tubes, but cystotomy cannot be regarded 
as necessary and, in fact, is usually unnecessary in most 
paraplegic patients.'? Urologists who have had exten- 
sive experience with paraplegic patients advocate the 
rapid abandonment of suprapubic intubation ** and its 
replacement largely by the methods outlined by Munro. 
If nothing more than the following procedure is carried 
out, many patients with spinal cord injury will have 
at least an automatic bladder within six weeks: 
1. Immediate aseptic catheterization with a no. 16 French 
Foley catheter with a 5 cc. retention bag. 2. Immediate 
cystometric examination (conducted as follows | fig. 4] : 
with the siphon tube clamped off, 50 cc. of fluid are 
added at a rate of 100 drops per minute and the level of 
fluid in the cystometric tube is read; another 50 ce. 
are added and the reading is again taken; this is con- 
tinued until 400 cc. have been added, the pressure 
reading has reached 70 cm. of water, or leakage has 
occurred around the catheter. In the acute stage, the 
pressure at 400 cc. of fluid will usually be found to be 
in the range of 5 to 8 cm. of water). 3. The siphon 
tube is now set at the level at which the fluid was found 
to rise in the cystometer tube when 400 cc. had been 
instilled. Cystometric examination of this type should 
be carried out at least once a day, and the siphon tube 
should be placed at the level on the cystometer tube 
found when 400 cc. of fluid have been placed in the 
bladder. With this attention, it will be easy to follow 
the course of neurologic improvement or the develop- 
ment of automatic reflex activity. After the atonic 
stage, most neurogenic bladders resulting from spinal 
‘cord mjury pass into a hypotonic, then a hypertonic 
or normal reflex neurogenic phase. Some will rapidly 
become almost normal if the spinal cord has suffered 
only a minor concussive injury, but unless this occurs 
within one month it is unlikely that such will ever be 
the case.*” When the bladder shows by cystometry a 
pressure of more than 70 cm. of water with a content 
of 400 cc. or less, the catheter should be removed. 
Administration of belladonna in full dosage may be of 
benefit at this time. The patient should be made to 
urinate at two hour intervals by using a combination of 
voluntary expulsive force, suprapubic tapping or actual 
Credé pressure and even submersion in a tub of warm 
water. This should be done both day and night, until 
daily morning catheterization shows a residual of less 
than 1 ounce (28 Gm.). With this goal achieved, the 
time interval can be lengthened gradually to four hours. 
Then, by restriction of bedtime fluids, the patient can 
spend the entire night without voiding and without fear 
of bed wetting. If retention occurs during this transi- 
tion period, tidal drainage should be instituted immedi- 
ately, before distention occurs. The procedure is then 
repeated. The number of cases in which pure neuro- 
genic atonicity persists, indicating complete denerva- 
tion of the bladder, is small. Only 2 verified cases 
were present in the series observed by me. Other 
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Fig. 4.—-Tidal drainage apparatus. A wooden m-ter stick is supplied 
with two clips for fastening to an ordinary hospital infusion bottle stand, 
and small holes are drilied at 2 em. intervals on the left side of it. At 
the bottom of the stick is attached a small metal trough, constructed 
according tu panel B?, Dimensions are not given because of the variation 
in size of Carrell-Dakin tubes, but the average folded length is about 
2 inches (5 cm). In panel A: (1) top of cystometer and air inlet arm 
made of 5 mm. bore glass tubing, 50 cm. in length; (2) top of drip tube 
of same size and length; (3) meter stick; (4) hypodermic needle (23 
gage for 10 drops per minute infusion, larger for faster rates) connected 
to cystometer tube by snugly fittihg rubber tubing; (5) Murphy drip 
tube without hole; (6) Hoffman or Mohr screw clamp for regulating 
rate of infusion, and (7) Kelly flask or other graduated bottle (empty 
Baxter bottles make an excellent container if the pharmacy manufactures, 
bottles and sterilizes the irrigating fluids) connected to Murphy drip by 
rubber tubing. In panel B, showing details at bottom end of apparatus: 
(1) lower mm. bore, 50 cm. glass tubing to upper 

sections a snugly fitting rubber tubing as shown in panel C) of cyst- 
ometer tube; (2) lower section, same bore and length, of Stig tube; (3) 
meter stick (1 mm. holes in side not shown); (4) glass test tube clipped 
or taped to side of meter stick, filled with antiseptic solution, which 
serves to receive the tube leading to the catheter when the patient is 
disconnected from the apparatus; (5) rubber tubing, 3/16 inch (0.48 cm.) 
or larger and sufficiently long to reach from stand in its desired position 
to the catheter with some slack, with a glass connected to the catheter 
at the end; (6) siphon arm rubber tubing, 3/16 inch (0.48 cm.) inside 
diameter with wall thick enough to prevent kinking and about 160 cm. 
long, and (7) Carrell-Dakin tube, three-way. The arrangement as shown 
allows the least amount of debris to collect. It is attached by snugly 
fitted pieces of rubber tubing to the glass tubes (1) and (2). Panel 
shows a simple method of avoiding contamination and spillage. (2) 
Number 5 one-hole stopper with a notch (1) 
clamp to suspend bottle on stand at proper height; 
larger bore than 3/16 inch (0.48 cm.) tube passing at least 1 inch (2.5 
cm.) beyond bottom of stopper, and (5) ordinary gallon jug. 

The cystometer and drip tubes are attached to the meter stick with 
clips or with rubber bands. Thus, in practice, the glass tubes are dis- 
connected from the Carrell-Dakin tube, leaving the rubber connections 
on the latter. The sections of glass tubing are disconnected, leaving the 
needle on the one and removing the other from the connection to the 
Murphy drip. When the long rubber tubing is rolled up, the entire 
apparatus can be contained in a sterile wrap 60 cm. long. After steril- 
ization, the assembly is carried out as follows: The glass connector of 
the tube to the catheter is placed in the test tube receptacle and the 
siphon-arm stopper in the sterile water bottle. The Carrell- Dakin tube 
is set in the trough and the four lengths of glass tubing are attached 
o it. The connected glass tubes are either threaded through already 
attached rubber bands or are clipped in place. The apparatus is now 
adjusted so that the zero mark on the meter stick is approximately level 
with the level of the symphysis pubis in the supine patient. The infusion 
flask is then hung and its height is regulated to give attachment without 
kinking to the drip tube. It is desirable to have a toy balloon in each 
setup to test the efficiency of the apparatus. This is attached to the glass 
connector on the tube leading to the bladder. The top of the siphon arm 
is set at 10 cm, by means of a loop of wire arranged like a cup hook. 
The infusion fluid is allowed to run into the balloon fairly rapidly. When 
the pressure within the balloon is greater than the height of the siphon 
arm, the inflow is cut off. iic balloon should empty completely if the 
waste bottle is at a distance of 26 cm. below zero level. If it does not 
empty completely, the waste bottle should be lowered. The apparatus 
can then be applied to the patient and a cystometric examination should 
be done (see text). An alternative but less satisfactory means of sus- 
pending the siphon arm utilizes a piece of tape and a thumb tack. 
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patients with atonic bladders were seen, but over- 
distention was the cause, for neurologic investigation 
revealed the intactness of the reflex arcs.** As such, 
it is indeed rare that a patient should be found who 
will not have a good automatic bladder, provided that 
meticulous attention be paid to its management. 

Infection of the bladder or other parts of the urinary 
tract is common. Cystitis is present once a catheter 
is introduced into the bladder, whether through a 
suprapubic wound or through the urethra. However, 
as long as careful attention is paid to the irrigation 
system, this infection will be subclinical. The irri- 
gating fluids used include solutions G (citric acid 
32.25 Gm., magnesium oxide 2.92 Gm. and sodium 
bicarbonate [anhydrous] 3.84 Gm. per liter of distilled 
water) and M (citric acid 32.25 Gm. magriesium oxide 
2.92 Gm. and sodium bicarbonate [anhydrous] 8.84 
Gm. per liter of distilled water),?* 2 per cent boric 
acid, 0.5 per cent acetic acid and others. Solution G 
has received wide attention and extensive use. It is 
probably the best all-round solution to use, although 
solution M has the advantage of a more favorable py 
(5.0) after the first few days of irrigation. Solution G 
may produce inflammation after prolonged use. 

Unless the urethral catheter is small enough to 
allow escape of secretions and is changed at weekly 
intervals, the subclinical infections of the urinary tract 
may progress to clinical complications in the lower part 
of the urinary tract. Most frequent of these is epi- 
didymitis, frequently encountered when catheters larger 
than a no. 18 F are in use. The large catheter prevents 
egress of fluid from and produces edematous closure of 
the bulbourethral, ejaculatory and prostatic ducts. The 
resulting stasis is favorable to infection. Inspection 
and palpation when fever is present makes diagnosis 
simple. Treatment consists of suspension of the testicles 
and cold packs in the early stages, and heat in the later 
stages if suppuration appears likely. 

Actual abscess formation necessitates incision and 
drainage. Prompt action prevents progression, and, 
even in the neglected case, urinary fistulas will be 
uncommon, provided that the aforementioned steps are 
taken in conjunction with intramuscular administration 
of penicillin and high fluid intake. A few patients were 
treated successfully by infiltration of the spermatic 
cord *® and the lumbar sympathetic chain *° with pro- 
caine hydrochloride solution. 

Second in frequency of development, most usually 
traceable to temporary occlusion of the drainage sys- 
tem or to overdistention of the bladder by placement of 
the siphon arm of the drainage system too high, are 
the infections of the upper part of the urinary tract. 
In some paraplegic patients the ureterovesical orifices 
are wide open, a state conducive to reflux. This has 
been seen in many patients subjected to chronic over- 
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distention of the bladder, but rarely, if ever, in those 
cases in which overdistention was avoided. This is prob- 
ably the severest indictment of the methods of treatment 
of bladder paralysis by overflow distention or Credé 
expression. With the passage of urine containing bac- 
teria from the bladder up the open ureters, enhanced 
by positional stasis within the renal pelvis, various 
grades of renal infection are encountered, dependent on 
how soon the proper diagnosis is arrived at and proper 
treatment instituted. 

Not too infrequently, positional stasis is enhanced 
by an actual blockage of the ureter by inflammatory 
ureteral atony or by opaque and nonopaque calculi. 
The clinical signs of infection of the upper part of the 
urinary tract in paraplegia include: (1) chills and tem- 
perature elevation, usually to 104 F. or above; (2) the 
appearance of apparent health in the face of such high 
temperatures, followed by the expected appearance of 
grave illness in a matter of hours, and (3) resistance 
in the flank on the involved side, or on both sides if the 
infection is bilateral (which appears to be usual after 
the first twenty-four hours). 

Since no description of this resistance has appeared 


in the literature, a brief description is given. When the 


patient is examined in the supine position, pressure 
applied alternately and then together in the flanks will 
give a measure of resistance. In the spastic patient, 
this may be considerable, and it may be necessary to 
test many times before a reflex-free period is encoun- 
tered to give a measure of resting resistance to pres- 
sure. The patient is then placed in the prone position 
and the procedure repeated. It will be found that 
resistance is high on the involved side. This is proba- 
bly a result of ureteral inflammation with irritative 
effects on the psoas muscle. 

Examination of the urine usually fails to keep atten- 
tion directed at the urinary tract, for culture most fre- 
quently reveals only the usual Escherichia coli, Bacillus 
proteus, Bacillus pyocyaneus and Bacillus aerogenes— 
present in cultures since shortly after the catheter was 
inserted. However, later examination often reveals 
staphylococci or streptococci. This pertains because in 
the early phases, there is reflex or obstructive sup- 
pression of urinary drainage from the involved side. 
When this phase is overcome, the actual pathogenic 
organism is drained off, to be picked up by culture. 

Treatment consists of: (1) penicillin, 20,000 to 
30,000 units, intramuscularly every three hours, (2) 
intravenous fluids to give an output above 2,500 ce. 
and (3) plain roentgenogram of the abdomen in a 
search for possible calculous obstruction. 

If calculous obstruction is demonstrated, cystoscopic 
examination and passage of a catheter to the renal 
pelvis constitute the best form of treatment. It is felt 
that catheterization of the involved side might well be 
considered in every case, for dramatic improvement is 
seen when drainage of the involved kidney is obtained. 
It might be argued that excretion urograms will pro- 
vide a rational basis for selection of cases for renal 
catheterization. This is undoubtedly true, but the 
patient is often so ill that the added discomfort of 
this procedure makes it inadvisable, whereas cysto- 
scopic examination can be accomplished without this 
discomfort and more illucidating retrograde urograms 
can be made if needed. 
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Once the progress of infection is arrested by peni- 
cillin and drainage, recovery is rapid. In the majority 
of cases, penicillin therapy and forced fluids will insure 
complete recovery. If, however, with these measures 
having been instituted soon after the onset of the chills 
(even before the diagnosis is confirmed), the tempera- 
ture fails to return to normal within thirty-six hours, 
blockage of the involved renal pelvis is almost assured. 
The gram-positive organisms, controlled by the peni- 
cillin, no longer contribute to the picture, and the 
infection now is accompanied by a much lower tem- 
perature (100 to 103 F.). The organisms responsible 
are gram negative, and unless prompt action is taken 
to insure free drainage of the renal pelvis, the cortex 
may be invaded, with abscess formation resulting and 
progression to perirenal abscess, and further extension 
into neighboring structures, bacteremia and death. 

In these cases, streptomycin therapy (0.4 Gm. 
'400,000 units] every four hours for at least seven 
days) is often useful, but is no substitute for adequate 
drainage and should be used only as conjunctive treat- 
ment. A fairly high percentage of the patients will be 
cured when the drainage is spontaneously established, 
but, if stones which obstruct fail to pass, progression of 
the process is to be expected. Bacteremia has been 
found infrequently in patients who subsequently 
recovered from these complications. There is no substi- 
tute for drainage of an abscess, a principle that should 
not be overlooked in the care of paraplegic patients. 

Cystitis, as a urinary tract complication, is rarely of 
clinical significance, except in the neglected case. It 
may be bacterial or chemical, and the presence of blood 
cells in the urine should lead one to suspect its presence. 
Alkaline incrustations are common when suprapubic 
tubes are left in place for long periods with inadequate 
irrigation. These incrustations disappear rapidly when 
solutions G or M are used as irrigating fluids.** 
Inflammation subsides with a regimen of high fluid out- 
put, proper irrigation with solution M and meticulous 
care of the catheters and the orifices through which 
they are introduced. 

Other complications encountered in the early phases 
of treatment include balanitis, from improper attention 
to the catheter and the penis. The penis should be kept 
clean, and a sterile gauze pad, dipped in benzalkonium 
chloride solution, 1: 10,000, should be wrapped about 
the catheter at the end of the penis. Urethroscrotal 
fistulas may develop when the catheter size exceeds that 
of a no. 24 F, but may also develop with smaller ones 
unless kinking of the catheter is prevented. 

2. Skin.—As previously indicated, the skin will not 
tolerate long periods of pressure with concomitant 
ischemia. The question of trophic influences and other 
allied explanations are trivial in relation to pressure.** 
The loss of normal sensory impulses from areas sub- 
jected to undue periods oi ischemia eliminates the reflex 
moving response, usually carried out at a subconscious 
level. Sympathetic innervation can function only under 
physiologic or early pathophysiologic conditions, and is 
entirely incapable of functioning in the presence of 
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severe tissue trauma where locally produced sub- 
stances ** produce maximum vasodilatation in the face 
of generalized vasoconstriction. On the contrary, vaso- 
constriction would be expected to be initiated by the 
painful impulses arising during the advent of ischemia, 
thus implying that normal skin should be more suscepti- 
ble to decubitus ulceration. Whatever the academic 
answer, the practical one consists of avoidance of pro- 
longed ischemia. Since the patient is incapable of turn- 
ing himself either reflexly or voluntarily, he must be 
turned by attendants. The only safe rule is to turn the 
patient every one or two hours day and night. The 
development of hypoproteinemia, which leads to edema 
and bullous formations in the skin, also predisposes to 
the development of ulceration of the skin. To maintain 
the skin in good condition, it is essential to keep the 
protein intake at a high level as noted. 

It is of utmost importance that the skin be kept clean 
and dry at all times. Soiling of the skin with urine 
and feces must be assiduously avoided, or promptly 
taken care of in case of accidental soilage. The patient 
must be kept on smooth, clean sheets at all times, for 
a single wrinkle can bring disastrous consequences. 
The use of quilted pads or inflated cushions or rings 
cannot be condoned, for they concentrate the weight 
bearing at a single point. Air or fluid mattresses avoid 
this concentration of the weight. Positioning is accom- 
plished by the use of footboards and pillows of various 
sizes. The knees should always be flexed about 15 
degrees in the supine and prone positions, with the feet 
at right angles and the heels suspended clear of the 
sheet. In the lateral positions, a pillow should be placed 
between the legs to keep the knees and ankles apart, 
with the feet supported at right angles with pillows. 
Sheets and bedclothing never should be allowed to rest 
on the upright toes, and likewise the toes should never 
support the weight of the foot in the prone position. 
Turning should be accomplished with a draw sheet to 
avoid dragging the patient across the sheets. 

If a pressure area has developed, marked only by 
redness, it should be massaged with alcohol and 
sprinkled with powder. This advice is given with 
reservation, for the appearance of markedly reddened 
areas indicates that the patient cannot tolerate the 
amount of time that he was subjected to that degree 
of pressure. The tissues beneath a pressure area may 
become gangrenous without breaking down the skin, 
giving the appearance of a subcutaneous abscess. No 
amount of massage will retrieve gangrenous tissues. If 
the patient is admitted with actual decubitus ulcers 
(marked by blackened patches of skin), immediate 
debridement should be carried out. At the first debride- 
ment, excision should be carried to within about 2 mm. 
of normal skin and down as deep as necessary. The 
depth of the excision will usually be found to reach all 
the way to the periosteum, and special attention should 
be given to the areas which extend beyond the bony 
prominences. Excision right up to normal skin in early 
stages is accompanied with too much bleeding. Several 
days after the initial excision, the remainder of the 
necrotic tissue can be excised. Sterile fine mesh gauze 
should be lightly packed into all crevices, and dry 
sponges should be applied over this. Dressings should 
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be changed in accordance with the amount of drainage 
present. Usually once a day will be sufficient. When 
dressings are changed, the wound should be cleansed 
with weak hydrogen peroxide, washed carefully with 
white soap and water and rinsed thoroughly with sterile 
saline solution. Dry gauze should then be reapplied. 
If the general outlines of therapy are carried out in 
conjunction with this method of handling decubiti, in 
about ten days granulation will be proceeding rapidly. 
At this point, it is important to make careful inspection 
of the decubitus for undermined edges, for the granu- 
lations will often wall off a pocket which soon becomes 
infected. All such crevices must be packed. Several 
points must be made in regard to infecting organisms. 
Generally, E. coli and B. proteus are found in cultures 
of these sores. The treatment outlined keeps these 
organisms under control. Occasionally, however, the 
granulations will be marked by hemorrhagic spots and 
blackened areas. These almost invariably denote the 
presence of streptococci, and intramuscular treatment 
with penicillin must be started. The presence on the 
dressings of a greenish yellow to blue discoloration 
denotes the presence of B. pyocyaneus. The easiest 
(and almost astounding) method to combat these 
organisms is by a thorough rinsing with 2 per cent 
aqueous merbromin solution. Of the many agents 
used on decubiti, this is the only one which can be 
said to be specific and apparently harmless. In regard 
to the application of various ointments, such as red 
cell paste, scarlet red ointment, tyrothricin, penicillin 
and sugar, plasma and penicillin, chlorophyl paste and 
cod liver oil, almost all will be effective in sympathetic 
hands—just as any wound will heal with careful super- 
vision. No ointment yet used has any advantage 
worthy of special mention. Yet, none will particularly 
retard the process of healing, and none should be 
marked for special condemnation. On the other hand, 
any substance believed to be beneficial should be used, 
for it will certainly help the sore get its proper atten- 
tion—cleanliness. Dry treatment still remains the 
method of choice. 

Once granulation begins, one must decide whether 
to await healing by using dressings or to proceed with 
surgical treatment. Any sore with dimensions greater 
than 3 cm. in depth or 5 cm. in diameter can be 
expected to take more than six months to reach heal- 
ing. Thus, very small sores can be treated with dress- 
ings alone. However, the superiority of surgical 
methods is unquestionable.“ Skin grafts—including 
small deep, postage stamp and split thickness grafts— 
have several unfavorable features. The main one is 
the undesirably thin scar left over the bony prominence. 
The only point in favor of grafting is that a temporary 
skin dressing is obtained. However, provided that 
evidences of healing are present, the patient is in posi- 
tive nitrogen balance and pronounced spacticity or 
flexor spasms are not present, surgical excision of the 
entire ulcer with plastic rotation flaps is highly suc- 
cessful and should be used on almost every severe 
decubitus.** For superficial sores, there is nothing 
superior to sunlight and fine mesh dry dressings. Skin 
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fts hasten the healing of these sores and provide a 
airly good permanent covering. 

The patient must be constantly reminded of the 
hazards of prolonged weight bearing. Eventually, the 
patient will be the best one to determine how long 
he can maintain a given position without embarrassing 
his skin. 

3. Bowel.—Coincident with the severe disruption of 
reflex action in the limbs and bladder, the bowel like- 
wise loses its reflex function. In the early stages an 
actual ileus may exist. In lower cord injuries this 
may not become obvious for many hours and most 
frequently resolves of its own accord. However, in cer- 
vical cord injuries, death may result from this compli- 
cation. With the entire load of respiratory exchanges 
thrown on the diaphragm, distention in the abdomen is 
not tolerated. Diminution of diaphragmatic excursions 
decreases the respiratory exchange and leads to hypo- 
static accumulations of fluid, pneumonitis and death. 
Percussion of the abdomen and stethoscopic exami- 
nation will make the diagnosis obvious. One cubic 
centimeter of neostigmine methylsulfate, 1: 4,000, given 
every one to two hours for three to six doses, will 
usually resolves the ileus.** Posterior pituitary extract 
or beta-hypophamine in doses of 0.5 to 1.0 cc. are much 
more effective but carry a bit more danger of undesir- 
able side reactions. Warm enemas are frequently help- 
ful, and a rectal tube often brings dramatic relief. 
It has been necessary only on rare occasions to use 
drugs for relief, the rectal tube most usually being all 
that is needed. The rectal sphincter, like the external 
urethral sphincter of the male, is usually tightly closed 
after spinal cord injury and is relaxed only when the 
fourth sacral nerve, or the conus medullaris, is directly 
damaged. In later stages, the sphincter regains reflex 
action as does the bowel. As demonstrated by Denny- 
Brown and Robertson ** and White,*? the bowel has 
activity very similar to that of the bladder. In the 
first few weeks, enemas of warm water and soap suds 
should be given every other day with regularity. Digital 
examination should be done at least weekly, for impac- 
tions are frequent. A case which strongly emphasizes 
this is related briefly. 


G. L., a 26 year old infantry private, sustained a gunshot 
wound of the lumbodorsal region with the wound of exit at 
the umbilicus. Motor and sensory paralysis from the waist 
down was immediate, and bowel and bladder control were lost. 
Laparotomy, with repair of perforated segments of bowel, 
followed by laminectomy, was carried out. Within two weeks 
the patient was started through the chain of evacuations from 
the Southwest Pacific Area. About one month later, he was 
admitted to a neurosurgical center in the states. On perusal 
of the records, it was found that the patient, in addition to the 
inevitable malaria and discoloration due to quinacrine hydro- 
chloride, suffered from some “rare disease of the abdominal 
lymph nodes.” On examination, these “lymph nodes” were 
found to indent. Roentgen examination of the abdomen revealed 
the presence of twenty-one partially calcified fecal masses, each 
the size of a tennis ball. These were removed manually in the 
course of four days. 


35. (a) Marden, P. A., and Williamson, E. G.: The Use of Prostig- 
mine Methylsulfate in the Prevention of Postoperative Intestinal Atony 
and Urinary Bladder Retention, Surg., Gynec. & Obst. 69: 61-64 ) Ge 
1939. (b) Gordon, E. J.: The Treatment of Postoperative 
tention with Prostigmine, Surgery 7: 686-695 (May) 1940. 

36. Denny-Brown, D., and rtson, E. G.: An Investigation of the 
Nervous Control of Defecation, Brain 58: 256-310 (June) 1935. 

37. White, J. C.; Verlot, M. G., Dis- 
turbances of the Colon and Their Inv rogram: 
A Preliminary Report, Ann. Surg. 112: 40424 Dee) 1940. 
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As the bladder function begins to develop auto- 
maticity, a bowel control program should be instituted. 
This program is roughly as follows: 

As soon as the patient can sit up, enemas are given 
in that position. Laxatives should be given in the form 
of 5 to 15 cc. of liquid petrolatum and/or 2 to 6 cc. 
of cascara sagrada given the previous day. Ina short 
time, the patient should be given the duty of admin- 
istering his own enemas and doing his own digital 
examinations for possible impactions. The patient then 
starts a schedule of liquid petrolatum and cascara 
sagrada each evening, judging the dosage by the con- 
sistency of the stools. Every morning, at exactly the 
same time, a glycerin suppository should be inserted 
up to fifteen minutes before the patient gets on the 
stool. A full hour should be spent before the trial at 
evacuation is ended. If no stool has resulted, the 
patient should take 2 cc. of cascara sagrada and go 
about his daily activities. The usual laxative is taken 
at bedtime. On the following morning, the procedure 
is repeated. If no stool results from this effort, an 
enema should be taken. The entire procedure is then 
begun again. In a few weeks, regular daily bowel 
movements will be established and enemas will be 
needed rarely. Foods are briefly outlined to the patient 
in regard to their effect on stool consistency (“loos- 
eners’—prunes, fruits and roughage; “binders’— 
cheese, meat, beans and other protein-rich foods). It 
is pointed out also that inactivity and drugs such as 
morphine and codeine give hard stools. Emotional 
upsets and many patent medicines give loose stools. 
Although much straining is necessary in early stages 
of training, regularity leads to less. A corset or 
abdominal binder is often useful. If hemorrhoids 
develop, repair should await regular bowel habits. 
There need be no acceptable end result in regard to 
bowel function other than full control with regular 


evacuations. (To Be Continued) 


Clinical Notes, Suggestions and 
New Instruments 


URINARY OBSTRUCTION DUE TO TRIPELENNAMINE 
HYDROCHLORIDE 


SAMUEL A. WOLFSON, M.D. 
Los Angeles 


Various side reactions from the use of tripelennamine hydro- 
chloride (pyribenzamine® hydrochloride) have been observed.? 
Drowsiness, dizziness, gastric disturbances and headache have 
been the responses most commonly evoked. Less frequent in 
occurrence have been urinary burning and urinary frequency. 
In none of these reports has there actually been a description 


1. (a) Feinberg, S. M.: Histamine and Antihistaminic Agents: Their 
Experimental and Therapeutic Status, J. A. M. A. 132:702 (Nov. 23) 
1946.. Kleckner, M. Clinical Appraisal of Benadryl, 
and <Anthallan in the Treatment of A : 
28: 583 (March) 1948. Loveless, of herapeutic and Side Effects 
Pyribenzamine and Benadr Comparative Study Based upon a Sur- 

vey of Twenty-Six Clinical Reports in the Literature, Am. J. Med. 3: 296 
(Sept.) 1947. Feinberg, S. M., and Friedlaender, S.: Histamine Antago- 
nists: IV. Pyridil N’Benzyl-N- Dimethylethylenediamine (Pyribenzamine) 
in Symptomatic Treatment of ae Manifestations, Am. Se. 
213: 58 (Jan.) 1947. (b) Sherrod . and Schloemer, 
i. F.: Properties of Drugs, Benadryl, 
yribenzamine and Neoantergan, J. ie ere & Exper. Therap. 89: 
(March) 1947. (c) Blanton, W. B., wens, 
Granulocytopenia Due Probably to J. A. M. A, 134: 454 
Epstein, E.: Dermatitis Occurring During Therapy with 
Hydrochloride (“Pyribenzamine ydrochloride’’), ibid. 
134: 782 (June 28) 1947. Harris, M. C., and Shure, N.: Eczem atoid 
Dermatitis Following Ingestion of ‘ ‘Pyribenzamine Hydrochloride” : x. N.R,. 
Tablets, J. Allergy, 18: 408 (Nov.) 1947. 
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of a case involving urinary difficulty. I recently saw a patient 
whose reaction to tripelennamine involved the urinary tract 
and was so unusual that it appears worth recording. 


REPORT OF CASE 

On Feb. 25, 1949 a white man aged 54 complained of diffi- 
cult urination of three days’ duration. He had been examined 
periodically, and there was no reason to anticipate the occur- 
rence of the predicament. 

Urination was of an obstructive character but was com- 
pletely painless. Only a dribbling stream was possible. When 
the urethra was compressed against straining, thereby increas- 
ing the bladder pressure, the stream became full for about 
three seconds; as soon as the pressure reduced itself the 
dribbling returned. 

Except for a mild rash of the face the physical examination, 
especially of the prostate and external genitalia, revealed essen- 
tially normal conditions. Urinalysis was normal, as was the 
determination of residual urine in the bladder. 

In the search for an explanation for the sudden appearance 
of the complaint it was learned that the rash had been 
attributed to an allergy and was being treated with vaccine 
injections plus tripelennamine hydrochloride, 50 mg. tablets 
four times a day. Therapy had been started on February 22, 
and the urinary disturbance had developed within twenty-four 

rs. 

Cardiospasm due to this drug had previously been observed; 
hence, it appeared not unlikely that a similar spasm of the 
vesical sphincter could occur. The tripelennamine was discon- 
tinued, and the urinary symptoms completely abated by the 
next morning. 

To prove the validity of the assumption that the distress 
was due to the antihistaminic agent, it was planned to attempt 
to reproduce the condition at a later date. Accordingly, the 
patient was observed for two months, during which time 
the rash cleared, all vaccine therapy was discontinued and 
urinary function remained normal. On May 3, 1949, the patient 
received 50 mg. of tripelennamine hydrochloride at 7 a. m. and 
again at noon. At about 4 p. m. the urinary difficulty had 
reappeared. No more of the drug was administered. The 
symptoms rapidly subsided, were not present the following 
morning and have not returned to date. Measurement of 
residual urine in the bladder on May 11, 1949, was normal. 


COMMENT 


Urinary disturbances such as dysuria and frequency have 
been listed among the side reactions from tripelennamine.1@ The 
possible mechanisms through which these may occur have 
received little attention. Sherrod, Loew and Schloemer,!» 
investigating the pharmacologic properties of diphenhydramine 
hydrochloride (benadryl®) and tripelennamine hydrochloride on 
the dog intestine and uterus, found that the two antihistaminic 
agents had opposite actions. Diphenhydramine produced an 
antispasmodic effect, but tripelennamine acted as a spasmogenic 
agent and contracted the duodenum and uterus. The latter 
action could reasonably explain the gastric symptoms experi- 
enced by some patients. Similarly, a spasmogenic effect on 
the vesical sphincter in the present case could account for the 
urinary disturbance. 

The ease with which the disturbance was reproduced leaves 
little doubt that tripelennamine was the noxious agent. It was 
not deemed fair to the patient to subject him to unnecessary 
and strenuous urologic investigation. However, others may 
be in an advantageous position in the future to pursue such 
investigation and derive much information concerning the effect 
of this agent on the urinary bladder. 


SUMMARY 
A case of urinary obstructive symptoms believed to be due 
to tripelennamine hydrochloride (pyribenzamine®) is reported. 
The spasmogenic property of the antihistaminic agent indicates 
its probable relation to the urinary distress. 
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Council on Physical Medicine 
and Rehabilitation 


REPORTS OF THE COUNCIL 
The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following reports. 


Howarp A. Carter, Secretary. 


RADIOEAR PERMO-MAGNETIC HEARING 
AID (MULTIPOWER MODEL) 
ACCEPTABLE 


Manufacturer: E. A. Myers and Sons, Radioear Building, 
306-08 Beverly Road, Mt. Lebanon, Pittsburgh 16. 

The Radioear Multipower Electronic three tube hearing aid 
is a two piece instrument consisting of amplifier case with 
separate batteries. The case is constructed of either smooth 
ivory or black plastic material. A magnetic type microphone 
and magnetic air and bone conduction receivers are utilized in 
the construction of the instrument. Sound pressure variations 
reach the magnetic microphone diaphragm through recessed 
louvers on the sides of the upper part of the case. This instru- 
ment is equipped with a “Phonemaster” coil with which voice 
signals from the telephone may be picked up inductively, 
amplified through the instrument, and reproduced in either the 
air or bone conduction receiver. 
wheel type combination 
“on-off” switch and volume con- 
trol is located at the top of the 
case. A “Noisemaster” switch 
is located on one side of the 
case which attenuates the high 
and low frequency ends of the 
sound spectrum simultaneously 
for use in noisy environments if 
desired. The frequency response 
of the microphone also can be 
varied by opening or closing a 
small hole with a screw in the 
microphone housing within the 
amplifier case. Three position, 
separate “Hi’ and “Lo” tone controls are accessible within 
the interior of the amplifier case. A “Powerizer” switch by 
means of which the maximum gain of the instrument can be 
controlled over a 15 decibel level if desired also is accessible 
from the interior of the case. A wide range of B battery 
voltages and of A and B battery size may be used with this 
instrument. 

Case Dimensions.—106 by 60 by 25 mm. (46 by 2% by 342 
inch). 

Case Weight, including cords and A.C. receiver but less bat- 
teries—170 Gm. (6 ounces). 

The following table states the battery drain measured on an 
instrument equipped with a no. 507 type output tube: 


Battery Drain 


Radioear Permo- Magnetic 
(Multipower) Hearing Aid 


Measured Voltage Measured Current 
Milliamperes 


A, zine and carbon, 1.5 volts 1.3 60 


B, zinc and carbon, 15 volts 14 0.19 
B, zine and carbon, 22.5 volts 21 0.38 
B, zine and carbon, 33 volts 31 0.66 
B, zine and carbon, 45 volts 43 1.02 


The instrument can also be fitted with a no. 522 output 
tube that results in a total filament drain of only 40 milli- 
amperes and whose “B” battery drain is roughly two thirds 
of the values given in the table. 

Acousticai gain. 
for pure tones: 


Maximum gain, 
air conduction 40 50 62 70 70 


250 500 1,000 2,000 3,000 4,000 cycles 


40 decjbel 


(The preceding measurements were obtained with the 
Powerizer set at plus 15, both tone controls at plus and a 
43 volt B battery). 


PHYSICAL MEDICINE AND REHABILITATION 


959 


Acoustic Gain for Speech—Two experienced adult hearing 
aid users, each with predominantly middle ear impairments 
of approximately 50 db., each perceived speech at a 50 db. 
lower level by air conduction and 42 db. lower level by bone 
conduction as measured with a speech audiometer. (Note: 
the above does not necessarily indicate the maximum acoustical 
gain for air conduction. Patients with greater air conduction 
losses than the ones available to the referee would be needed 
for such a speech test with this instrument). 

Evalvation.— The Radioear Multipower Permo-Magnetic 
Hearing Aid is a well constructed instrument with several 
features of value to hearing aid users. The “Phonemaster” 
permits the reproduction of telephone speech at least 15 
decibels higher level in the hearing aid receiver than that in 
a telephone receiver. The “Powerizer” reduces the gain 
approximately 15 decibels if desired, and the use of different 
B battery voltages permits any desired power output up to 
the maximum attainable with the 45 volt B battery. The 
“Noisemaster” attenuates frequencies below approximately 1,000 
cycles and above approximately 2,000 cycles for use in noisy 
environments if desired. The separate “Hi” and “Lo” fre- 
quency adjustments plus the adjustment of the frequency 
response screw on the microphone case permit a very flexible 
control of the frequency response of the instrument. 


The Council on Physical Medicine and Rehabilitation voted 
to include the Radioear Permo-Magnetic Hearing Aid, Multi- 
power Model, in its list of accepted devices. 


RV 6-WATT PORTABLE BLACK LIGHT 
ACCEPTABLE 


Manufacturer: Vogel Luminescence Corp., 260 Napoleon 
Street, San Francisco 24. 

The RV 6-Watt Portable Black Light is a convenient source 
of ultraviolet light for diagnostic purposes, such as the inspec- 
tion of the scalp for tinea capitis. It consists of a standard 
General Electric 6 watt, 360 BL fluorescent lamp, mounted in 
a housing, 6.4 by 6.4 by 23 cm. (2% by 2% by 9 inches), and 
weighing about 1 Kg. (2% pounds). The shipping weight is 
1.1 Kg. (2% pounds). It can be operated only on 60 cycle, 
110-120 volt alternating current. For D.C. or 50 cycle operation 
special equipment is needed. Through a long, flexible conduct- 
ing wire the device can be connected to any standard electric 
wall outlet. The rated life is stated to be from 1,000 to 2,000 
hours, depending on the number of starts. 

The source of ultraviolet is a glass tube, lined with a thin 
coating of 300 BL powder which is excited to light emission by 
a low pressure mercury are discharge, principally by wavelength 
2537A. This powder has the property of emitting ultraviolet 
radiation in the band of wavelengths extending from about 3,000 
angstroms to 4,200 angstroms in the visible spectrum. The 
unwanted visible light from this source is removed by surround- 
ing the fluorescent glass tube with a tubular Corning red-purple 
glass filter no. 5874 that transmits about 70 per cent of the 
3,660 angstrom emission, which is the most effective band of 
wavelengths for exciting fluorescence of objects as in the identi- 
fication of minerals and the examination of the scalp. 

Radiometric measurements, made in a laboratory acceptable 


to the Council, of the radiation of all wavelengths extending 


from 3,000 to 4,200 angstroms indicated a radiant flux density 
(intensity) of 9.26 milliwatts per square centimeter at 17 inches 
and 3.40 milliwatts per square centimeter at 40 inches from 
the front of the lamp. Covered with the Corning filter, the 
intensity in the waveband at 3,660 angstroms is much lower, 
but as used close to an object under examination the intensity 
is sufficient. 

In addition to the aforementioned laboratory tests, the speci- 
men was subjected to practical clinical trials. Satisfactory 
evidence of dependability and usefulness was obtained. 

The Council on Physical Medicine and Rehabilitation voted 
to include the RV 6-Watt Portable Black Light in its list of 
accepted devices. 
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THE PRINCIPLES OF ETHICS OF THE 
AMERICAN MEDICAL ASSOCIATION 


Almost unnoticed in the midst of the startling devel- 
opments of the Atlantic City Session was the presen- 
tation by the Judicial Council to the House of 
Delegates of a restatement and revision of the Princi- 
ples of Medical Ethics. This statement was promptly 
adopted by the House of Delegates. Comparison will 
indicate the additions and changes that have been made 
in content and in manner of statement. Among the 
most significant changes are those relating to groups 
and clinics, including contract practice, the section on 
educational information and the section on the pur- 
veyal of medical service. 

The report of the Committee on Hospitals and the 
Practice of Medicine took its guidance from the 
Principles of Medical Ethics as last revised in 1940 
rather than from the new statement which was adopted 
in this 1949 Session. No doubt further considerations 
by this committee in the period between now and the 
Clinical Session of the Association which will be held 
in December will result in coordination of these actions. 

In the case of the Government versus the American 
Medical Association tried in Washington in 1941, the 
courts took cognizance of the Principles of Medical 
Ethics as a guide to physicians in relationship to the 
adoption of any methods of medical practice. The Court 
recognized that members of the American Medical 
Association voluntarily subjected themselves to the 
stipulations of the constitution and by-laws of county 
and state societies, of the American Medical Association 
and also to the Principles of Medical Ethics. 

The statements now prevailing permit experimenta- 
tion with changes in the method of medical practice 
beyond some restrictions which prevailed formerly. 
No doubt the Judicial Council will have opportunity 
to interpret the statements now made in relation to 
specific incidents as these arise. Ethics as stated in 


govern but are principles to guide to correct conduct.” 
“An upright man, instructed in the art of healing” 
seldom needs to refer to the Principles of Medical 
Ethics in making his decisions as to the manner in 
which he conducts his practice and his life. 

The fundamental principle that the physician shall 
not dispose of his professional attainments or services 
under terms or conditions which permit exploitation of 
the services for the financial profit of a corporation or 
lay agency still obtains. The only type of contract 
practice specifically condemned is that which may 
result in deterioration of the quality of the medical 
services rendered. 

Instances have occurred in which physicians, for 
political, commercial or emotional reasons, have endeav- 
ored to utilize the Principles of Medical Ethics as a 
means of producing embarrassment, distress or loss of 
reputation of other physicians whom they envy or 
whose open competition they fear. The Principles of 
Medical Ethics were not designed for any such pur- 
pose, and the attempt to utilize the principles of ethics 
for such purposes may well be in itself unethical. 

Shortly the Principles of Medical Ethics will become 
available in the form of a newly designed booklet, which 
may be secured from the office of Secretary George F. 
Lull. Physicians should become familiar with the prin- 
ciples, since raising the moral standard of the medical 
profession is one of the fundamental aims of the 
American Medical Association. 


ACTIONS OF THE HOUSE 
OF DELEGATES 

Several decisions of the House of Delegates in 
Atlantic City will affect the practice of the physician 
and the medical care of the people of the United States. 

Resolutions brought before the House of Delegates 
and reports of boards, councils and committees are 
referred by the speaker of the House to an appropriate 
reference committee, which in turn brings its report 
to the House for ratification. The House of Delegates 
may then accept the report, reject it or amend it. Those 
interested in the ultimate actions of the House of 
Delegates will do well, therefore, to begin with the 
reports of the reference committees and refer back 
to the resolutions concerned. 


Fees for Insurance Examinations 
More than 95 per cent of the $13,000,000 paid by 
life insurance companies to practicing physicians in 
1948 was for examinations. The Bureau of Medical 


Economic Research made a study of the problem 
supplemented by a survey which was conducted under 
the auspices of the Association of Life Insurance 
Medical Directors. The reference committee to which 
this report was referred suggested that it be sent to 
the secretaries of the constituent associations for study. | 
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Hospitals and the Practice of Medicine 
The Committee on Hospitals and the Practice of 
Medicine presented to the House of Delegates a con- 
sideration of the corporate practice of medicine with 
the conclusion that it is illegal, with some minor 
exceptions, and unethical for any lay corporation 
to practice medicine and to furnish medical services 
for a professional fee, which shall be so divided 
as to produce profit for a lay employer, either indi- 
vidual or institutional. This statement, which went 
to the reference committee on the Report of the Board 
of Trustees, brought forth the view that hospital 
service plans shall provide payment for hospital 
services only and that medical service plans shall 
supply payment for all medical services, including 
pathologic, roentgenologic, anesthesiologic and physical 
therapeutic services. Every physician on the appointed 
staff of a hospital, the committee believed, should have 
a voice in its professional management. The conclusion 
was that most controversies between management and 
the professional staff should be settled on local levels 
and that every constituent state and territorial society 
_ should appoint a committee on hospital and professional 
relations. The reference committee said that it was 
within the power of the Judicial Council to find a 
hospital or lay group guilty of violating the Principles 
of Ethics and recommended that the Judicial Council 
order the withdrawal of the Association’s approval of 
a hospital which did not comply. 


Prepayment Medical Care 

The Council on Medical Service, recognizing the 
great progress made in voluntary prepayment medical 
and hospital care plans, reported that the American 
Medical Association is not engaged in the insurance 
business and has no intention of giving a preferential 
standing to any one type of voluntary plan. The 
Association does, however, evaluate insurance plans 
with a view to protecting people against unscrupulous 
or unsound plans. 

The Council on Medical Service recommended the 
formation of a national coordinating agency to represent 
all qualified voluntary prepayment plans. The Council 
recommended that there should be no official connection 
between the American Medical Association and the 
Associated Medical Care Plans, but that Associated 
Medical Care Plans should be recognized as a trade 
organization of member plans and the Blue Cross as 
a similar trade organization for the voluntary hospital 
care plans. 

The Council feels that the function of the American 
Medical Association is to promote the principle of 
voluntary insurance by education and to inform the 
American people of the availability of approved plans. 
The Council on Medical Service also recommended 
twenty principles for lay-sponsored voluntary health 
plans, indicating its belief that these should comply 
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with the Principles of Ethics of the American Medical 
Association and be adequately financed. Under these 
principles promotion, sales, organization and adminis- 
trative expense must be kept at a minimum and 
the quality of the medical service must be maintained 
at the highest possible level. The twenty points, which 
were published in THE JoUuRNAL, June 25, page 686, 
indicate that the plans shall provide for services by 
duly licensed physicians only and that those practicing 
specialties shall be required to have adequate qualifica- 
tions for the specialties. The promotional material is 
not to invite attention to the professional skill, quali- 
fications or attainments of participating physicians. 
The methods of payment of the physicians shall not 
be contrary to the Principles of Ethics. Any plan 
desiring approval is to agree to periodic reviews and 
to abide by such regulations as may be deemed necessary 
by the appropriate accrediting body of the American 
Medical Association. This report was referred to a 
reference committee on insurance plans, which pointed 
out that the twenty points had been tentatively initiated 
jointly by representatives of the Council on Medical 
Service and the Cooperative Health Federation of 
America. The reference committee added as a final 
criterion the recommendation that “any lay-sponsored 
plan desiring approval by a proper accrediting body 
of the American Medical Association shall come bearing 
the endorsement of the state or county medical asso- 
ciation involved.” 


Health Plan for the United States 
A resolution was proposed offering a health plan 
for the United States with ten major points, and the 
reference committee indicated that this was a matter 
for study by the Council on Medical Service. 


Classification of Medical Schools 

The Council on Medical Education and Hospitals 
requested approval by the House of Delegates of a 
consideration of foreign medical schools with a view 
to aiding state licensing boards in establishing their 
policies with respect to licensure of foreign graduates. 
The Council on Medical Education and Hospitals also 
submitted to the House of Delegates some new 
standards for residency training in physical medicine 
and rehabilitation and indicated that it had approved 
the’ newly formed American Board of Preventive 
Medicine and Public Health. The reference com- 
mittee recommended adoption of the report of the 
Council on Medical Education and Hospitals. 

Many resolutions on medical education were intro- 
duced by delegates from various states. The reference 
committee took action, which was supported by the 
House of Delegates, leading to the following pro- 
cedures: (1) graduate and postgraduate education 
for general practitioners should be made more widely 
available; (2) two year rotating internships should 
be especially designed for those who wish to train for 
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general practice, and (3) the American Medica! Asso- 
ciation should most urgently insist that hospitals make 
freely available to qualified general practitioners all 
their facilities for the care of the sick. 

The committee recommended that a committee of 
five members of the House of Delegates, two of whom 
shall be general practitioners, be established to study 
the whole internship problem and especially to study 
the advisability of recommending the two year rotating 
internship. Finally the committee recommended the 
adoption of a resolution to the intent that the Council 
on Medical Education and Hospitals shall extend its 
inspection service to all hospitals, recognizing, however, 
while the objective is desirable, that the performance 
may be beyond the scope of the Council. 


Possible Increase in Dues and Assessments 
An attempt was made to establish dues in the 
American Medical Association and to provide for 
further assessments, but the House of Delegates advised 
study by the Board of Trustees and delay in action 
until the Interim Session. 


Displaced Physicians 

A resolution urging cooperation of the American 
Medical Association through appointment of a com- 
mittee to study the problem of displaced physicians 
in cooperation with other agencies that have this prob- 
lem as one of their functions was approved, if feasible. 

Another resolution urging the appointment of a 
special committee to work on the problem of displaced 
physicians was referred to the Board of Trustees for 
their disposition. 


General Practitioner’s Award 
A resolution was introduced suggesting the abandon- 
ment of the annual award of a medal to a leading 
general practitioner. The House of Delegates, however, 
decided to continue this award. 


Emergency Medical Service 

Congratulations are due the Council on National 
Emergency Medical Service, which apparently has 
functioned successfully to secure the establishment of 
a civilian physician at an important level in the office 
of the Secretary of Defense. Dr. Raymond B. Allen, 
present president of the University of Washington, 
will occupy the position for three months and will be 
succeeded by Dr. Richard L. Meiling of Columbus, 
Ohio, who has devoted himself with great personal 
sacrifice to the work of this Council. 


A.M.A. Hearings on Taft and Hill Bills 
Resolutions were offered expressing the attitude of 
the American Medical Association toward the legisla- 
tion proposed in the United States Senate by Senator 
Hill and Senator Taft offering proposals for the 
extension of medical care. The reference committee 
recommended that the resdlutions be committed to the 
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Board of Trustees with a request that it fix a day 
on which it will hold hearings on the resolutions at 
which any person may appear to present his views. 
The resolutions in question came from the delegates 
of the state of Pennsylvania. 


Current Comment 


HEARINGS ON HEALTH LEGISLATION 


With the beginning of the recent hearings on health 
legislation by the Subcommittee on Health of the Com- 
mittee on Labor and Public Welfare, the importance 
of the situation and general medical interest seemed to 
warrant a full report in THE JoURNAL such as has 
been included for previous hearings. However, both 
legislators and the medical profession seem to have lost 
much of their interest in these hearings, and reports 
indicate that hardly a visitor attended the hearings 
during the last three or four weeks before they were 
adjourned. Accordingly, THE JoURNAL discontinues 
the publication of the condensation of the hearings. 
Those who are especially interested may obtain the full 
reports which will no doubt be made available as in the — 
past by the Government Printing Office. Copies may 
also be obtained through the Washington office through 
Dr. Joseph S. Lawrence, 1302-18th Street, N.W., 
Washington 6, D. C. 


CARE SENDS BOOKS 


The Cooperative for American Remittances to Europe 
has now undertaken a new function which is of great 
interest to the medical profession. The program ‘is 
designed to replenish the shelves of libraries in pro- 
fessional schools and other libraries abroad with gifts of 
new American technical and scientific books. Cooperat- 
ing in the plan are the United States Commission for 
UNESCO, the Library of Congress, the Americat 
Library Association and the United States Book 
Exchange. The Board of Trustees of the American 
Medical Association has also approved the project and 
expresses the hope that physicians will contribute to 
CARE! for this purpose. A distinguished group of 
American physicians has been appointed to select the 
books that are best suited to the purpose, and American 
medical publishers are cooperating by making the best 
possible price on the books selected. The bibliography 
committee is headed by Dr. Luther Evans, who is 
librarian of Congress. Only new books will be sent; 
used books cannot be accepted. All books will be in 
the English language. Incidentally, 85 per cent of 
requests for scientific and technical books received by 
UNESCO are for books printed in English. Donors 
of $10 or more may designate the country, the insti- 
tution or the category of books to be sent. They will 
receive from the foreign recipient a letter acknowledg- 
ing receipt of the gift; gifts of less than $10 will be 
pooled in a general book relief fund, and donors will 
receive an acknowledgment but not a receipt signed 
by the recipient. 


1. CARE headquarters are at 20 Broad Street, New York 5. 
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Official Notes 


THE SCIENTIFIC EXHIBIT, WASHINGTON, 
D. C., SESSION, DEC. 6-9, 1949 


Application blanks for space in the Scientific Exhibit at the 
Washington Session, Dec. 6-9, 1949, are now available. The 
meeting is intended primarily for physicians in general practice 
and will consist of clinical presentations accompanied with 
exhibits of practical interest. 

The Scientific Exhibit will include many exhibits with active 
demonstrations. 

Application blanks may be obtained from the Director, Scien- 
tific Exhibit, American Medical Association, 535 North Dear- 
born St., Chicago 10, Ill. 


COMMITTEE ON SCIENTIFIC EXHIBIT 


Dwicut H. Murray, Chairman. 
E. J. McCormick. 
F. J. L. BLasrncaMe. 


REVISED EDITION OF MOTION PICTURE 
REVIEWS NOW AVAILABLE 


The Committee on Medical Motion Pictures has completed 
the first revised edition of the booklet entitled “Reviews of 
Medical Motion Pictures.” {[t now contains all the film reviews 
published in Tue JourNnat to Jan. 1, 1949. It also includes a 
classified table of contents as well as a list of motion pictures 
available through the Motion Picture Library, American Medi- 
cal Association. 

The purpose of the reviews is to provide a brief description 
and evaluation of motion pictures which are available to the 
medical profession. Each film is reviewed and commented on 
by competent authorities. 

One copy has been mailed to the secretary of each county 
and state medical society. Additional copies are available on 
request from the Committee on Medical Motion Pictures, Ameri- 
can Medical Association, 535 North Dearborn Street, Chicago 10. 


Woman’s Auxiliary 


The twenty-sixth annual meeting of the Woman's Auxiliary 
held in Atlantic City, N. J., June 6-10, 1949, was an outstanding 
success both from the point of view of attendance and program. 
The registration was 1,583. Proceedings of the convention will 
be published in the August 1949 Bulletin. 


NATIONAL OFFICERS AND CHAIRMEN 


National officers and chairmen of standing committees for 
1949-1950 are as follows: 


David B. Allman, 104 St. Charles Place, Atlantic 

ity, N. 

ae ag # -Elect—Mrs. Arthur A. Herold, 731 Oneonta Street, Shreve- 
port, La. 


Vice 
First—Mrs. Harold F. Wahlquist, 129 W. 48th Street, 
Second_- Mrs. Henry Garnjobst, 508 J 
W. E. 


efferson St., Corvallis, 

Hoffman, 4000 Noyes Ave., S.E., Pinatinton 5, 
Fourth Mrs. Mason G. Lawson, 200 Ridgeway, Little Rock, Ark, 

Treasurer—Mrs. George Turner, 3009 Silver St., El Paso, Texas. 

Constitutional Harry M. Gilkey, 4941 Westwood Road, 


Kansas City, 

Mrs Luther H. Kice, 95 Brook St., Garden City, N.Y. 
Mrs. es P. Puaete, 2033 W. "Morse Ave., Chicag 
Mrs. D. Hamer, 1819 N. lith Ave., Phoenix, 
Mrs. J. Schaefer, 700 Highland, Salina, Kan. 

Two years 
Mrs. Scott C. Applewhite, 240 Bushnell St., 5 Aayiie 2, Texas. 
Mrs. Ralph Eu en, 4360 Myrtle Ave., Long Beac , Calif. 


Mrs. William W. Potter, 129 Terrace, Knox Tenn. 


Chairmen of standing committ : 
Scott C. 240 Bushnell St., San Antonio 2, 
exas. 
Hygeia—Mrs. Herbert W. oe 741 Grand Ave., Wash. 
Legislation—Mrs. Bruce Schaefer, 110 Whitman St., Tocco a. 
Organization—Mrs. Harold F. Wahlquist, 129 W. 48th St., Wiananselie. 
Program—Mrs. Leo J. Schaefer, 700 Highland, Salina, Kan. 
] Simonds, 203 Morse Ave., Chicago 45. 
Public Relations— Paul C. Craig, 232 N Fifth Street, Reading, Pa. 
Revisions—Mrs. Tacmaee A. Allen, 18 Collier Road, N.W., Atlanta, Ga. 
Special Committee 
— —Mrs. Rollo K. Packard, 14093 Davana Ter., 
alif. 


Publications—Mrs. P. 


Sherman Oaks, 


Historlan—~Mes. Jesse D. Hamer, 1819 N. 11th Ave., Phoenix, Ariz. 
Parliamentarian—Mrs. William E. Dodd, Bay Avenue and Ocean St., 
Beach Haven, N. J. 
REVISIONS 
The revisions to the by-laws, which accompanied the call to 
meeting and were published in the Bulletin, were presented to 
the House of Delegates. The action taken was that they be 


tabled indefinitely. 
RESOLUTIONS 


Three resolutions were adopted by the House of Delegates: 
(1) That the Woman’s Auxiliary adopt the American Medical 
Association 12 point program as a part of the Auxiliary pro- 
gram; (2) in memory of three deceased past national presidents, 
Mrs. James Blake, Mrs. Robert W. Tomlinson and Mrs. 
Franklin Gengenbach; (3) re: approval of voluntary prepay- 
ment medical insurance. 

MEMBERSHIP 

Membership of the Auxiliary as of June, 1949, as reported by 

the Organization Committee, is 48,659, an increase of 6,237 


members over last year. 
BUDGET 


The budget for the year 1949-1950 of $34,493 was approved. 
It will be published in detail in the Bulletin. 


“THE DOCTOR'S WIFE” 


Plans for the new magazine to be published by A. M. A. for 
the Woman's Auxiliary have been postponed indefinitely. 


THE BULLETIN 

The Board of Directors recommended that all state and county 
presidents be requested to appoint county and state Pulletin 
chairmen, and to use their influence in stimulating interest in 
the Auxiliary official publication. It was suggested that every 
working member be urged to subscribe. The rate is $1 per 
year for four issues. Subscription blanks and information will 
be forwarded to state Bulletin chairmen from the Auxiliary 


office shortly. 
THE DOCTOR 


Copies of “The Doctor,” by Sir Luke Fildes, are being sent 
to the members of the American Medical Association on request. 
Whitaker and Baxter, directors of the A. M. A. National Edu- 
cation Campaign, have solicited the aid of the members of the 
Woman's Auxiliary in seeing to it that these pictures are hung 
in every doctor's office, preferably framed. 


1949 CONFERENCE 
The 1949 Conference of State Presidents and Presidents-Elect 
and the National Chairmen of Standing Committees will be 
held in Chicago, Nov. 3-4, 1949 at the Hotel LaSalle. Detailed 
information will be forwarded at a later date. 


COMING MEETINGS 
American Medical Association House of Delegates Interim 
Session, Washington, D. C., Dec. 6-9, 1949. American Medical 
Association Annual Meeting, San Francisco, June 26-30, 1950. 


LISTS OF STATE OFFICERS AND CHAIRMEN 
The executive secretary would appreciate the state presidents’ 
forwarding names and addresses of the state officers and chair- 
men of standing committees as soon as such names are available. 
Programs of the national chairmen will be ready for distribu- 


tion shortly. ; 
Marcaret N. Worre, Executive Secretary. 
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House Hearings 

Five weeks of public hearings on national health legislation 
were ended on June 29 by the Murray subcommittee of the 
Senate Labor and Public Welfare Committee. Those which 
have been coriducted since May 20 by the Priest subcommittee 
of the House Interstate and Foreign Commerce Committee are 
continuing, with likelihood that they will not be terminated 
before the summer adjournment of Congress. 

In the course of its three final sessions, on June 27, 28 and 
29, the Senate subcommittee heard additional testimony in 
opposition to and support of compulsory health insurance and 
in support of the Flanders-Herter bill (S. 1970) on federal-state 
subsidization of voluntary prepayment plans. Other witnesses 
urged that greater recognition be given, in whatever legislation 
may be enacted, to the osteopathic and chiropody professions. 

Meantime, the Priest subcommittee was gathering statements 
and oral testimony on Title III of the Thomas-Murray-Dingell 
bill (S. 1679), along with numerous independent bills, all relating 
to expansion of the Hill-Burton hospital survey and construction 
act. The majority of the witnesses were members of Congress 
seeking maximum benefits for hospital projects in their various 
states. 

Its hearings now terminated, the Murray subcommittee is 
now engaged in redrafting certain health legislation, with the 
view of having it enacted in the final weeks of this first session 
of the 8lst Congress. In the forefront are bills providing for 
government assistance to medical, dental and nursing education, 
to local public health units and to states requiring financial aid 
for enlarging hospital systems. These are relatively noncontro- 
versial issues, and strong effort will be made to have such steps 
made into law before adjournment. 


Senator Murray Attacks Dr. Hawley on 
Kaiser-Permanente 


A statement of opinion by Dr. Paul R. Hawley, to the effect 
that he does not care for Henry J. Kaiser's medical care system 
on the West Coast, has been made the vehicle for Senator 
James E. Murray’s latest attack on American medicine. On 
July 6 he obtained Senate consent to introduce into the Con- 
gressional Record a three page statement criticizing Dr. Hawley, 
who is not named, plus a lengthy letter from Mr. Kaiser and 
an accompanying brochure describing the Permanente Health 
Plan sponsored by the industrialist. 

In the course of interrogation by Senator Murray when Dr. 
Hawley testified before the Senate health subcommittee on May 
31, the latter stated that the Kaiser system of salaried medical 
staffs is not good. The subcommittee chairman subsequently 
relayed Dr. Hawley’s observation to Mr. Kaiser and solicited 
a reply. In his response, Mr. Kaiser cited the growth of the 
Permanente system in San Francisco, Oakland, Portland and 
other West Coast cities, making no reference to the opinion 
expressed by the executive officer of Blue Shield and Blue 
Cross. 

Senator Murray’s ensuing statement extolled the Kaiser- 
Permanente Plan, which he likened to the Mayo and Lahey 
Clinics. These are superior, he said, to “medical society health 
plans (which) offer absolutely no assurances of quality medical 
care.” Noting that Mr. Kaiser opposes compulsory health 
insurance and favors group practice, prepayment plans instead, 
Senator Murray went on to say that health insurance is essen- 
tial, nevertheless, to guarantee the launching and successful 
development of such enterprises. 


“Who’s Who in World Medicine” Curbed by U. S. 

Federal Trade Commission has clamped down on the adver- 
tising promotion of “International Who’s Who in World Medi- 
cine,” entering into stipulations with its publisher which will 
result in certain practices’ being eliminated, according to an 
official announcement by FTC headquarters. One is discon- 
tinuance of “American Universities” in the publisher’s corporate 
name—‘‘American Universities Medical Research Publications, 
Inc.”—inasmuch as “there are no universities in America that 
are financially interested in or that participate in the prepara- 
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tion of their publications.” Another stipulation is that the 
company shall stop representing that “International Who’s Who 
in World Medicine” is predominantly comprised of biographic 
sketches of living persons who are prominent in world medicine. 


Chiropractic in Veterans Administration Opposed 

Officials of the Veterans Administration voiced emphatic 
objection to proposed legislation (S. 2025) authorizing appoint- 
ment of chiropractors to VA’s department of medicine and 
surgery at a public hearing July 6. The hearing was conducted 
by a special subcommittee, headed by Senator Claude Pepper, 
of the Senate Labor and Public Welfare Committee. Dr. H. A. 
Press, assistant to Chief Medical Director Paul B. Magnuson, 
informed the subcommittee there is no atomic or physiologic 
basis for chiropractic and pointed out that its dubious educa- 
tional system stands in sharp contrast to the high professional 
training standards of medicine and osteopathy. 

Testifying in support of the bill were Omar B. Ketchum, 
of Veterans of Foreign Wars; Charles Foster, of Disabled 
American Veterans, and John G. Nugent, of New Haven, Conn., 
representing National Chiropractic Association. 


Medical Legislation 


STATE LEGISLATION 


California 

Bills Introduced.—H. Res. 237 proposes the creation of a commission 
to ascertain, study and analyze all facts relating to or in any way bearing 
on public health and to report back to the general assembly its 
recommendations for appropriate legislation. A. 3174 proposes an appro- 
priation of $50,000 for research leading to the treatment and cure of 
multiple sclerosis. 

Bills Enacted.—A. 771 has become chapter 546 of the Laws of 1949. 
It provides that no person, association or corporation shall maintain or 
conduct any institution, boarding home or other place for the reception 
or care of aged persons without a written license from the State Depart- 
ment of Social Welfare. A. 1954 has become chapter 722 of the Laws 
of 1949. It amends the Health and Safety Code defining “biologics” by 
including whole blood and blood derivatives and also preparations made 
from human as well as animal tissues or micro-organisms. S. 817 has 
become chapter 530 of the Laws of 1949. It amends the Business and 
Professions Code by providing, among other things, that nothing shall 
prohibit the board of medical examiners from disapproving any foreign 
medical school or from denying the application of such school if, in 
the opinion of the board, the instruction received by the applicant or the 
courses were not equivalent to that required in the California provisions 
relating to the licensing of physicians and surgeons. 

New Jersey 

Bill Enacted.—A. 511 has become chapter 196 of the Laws of 1949. 
It authorizes a local board of health to quarantine any person afflicted 
with tuberculosis of the lungs in a communicable form, diagnosed as 
such by a licensed physician after examination by roentgenogram or 
finding of tubercle bacilli in the sputum or gastric washings, in order 
to protect others from becoming infected. 


Coming Medical Meetings 


Aero Medical Association, New York, Aug. 29-Sept. 2. Dr. Thomas 
H. Sutherland, 214 S. State St., Marion, Ohio, Secretary. 

American Association of Obstetricians, Gynecologists and Abdominal 
Surgeons, Hot Springs, Va., The Homestead, Sept. 8-10. Dr. Leroy 
A. Calkins, University of Kansas Medical Center, Kansas City 3 
Kan., Secretary. 

American Congress of Physical Medicine, Cincinnati, Netherlands Plaza 
Hotel, Sept. 6-10. Dr, Richard Kovacs, 2 E. 88th St., New York 28, 
Secretary. 

American Roentgen Ray Society, Cincinnati, Sept. 4-7. Dr. H. Dabney 

err, University Hospitals, lowa City, lowa, Secretary. 

International Congress of Biochemistry, Cambridge, England, Aug. 19-25, 


Lt. Col. Francis J. Griffin, 56 Victoria St., London, -1, Organizer, 

Montana State Medicai Association, Butte, Aug. 1-4. Dr. Herbert T. 
Caraway, 115 N. 28th St., Billings, Secretary. 

Utah State Medical Association, Salt Lake City, Sept. 1-3. “a Ray T. 
Woolsey, 42 S. Fifth East St., Salt Lake City 2, gee 

Vermont State Medical Society, Burlington, Sept. 1-2. ere P. 


Hammond, 542 Main St., Bennington, Secretary. 
West Virginia State Medical Association, White Sulphur Springs, The 
Greenbrier, Aug. 4-6. Mr. Charles Lively, 1031 Quarrier St., Charles- 


ton, Executive Secretary. 
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ARMY 


BEGIN JOINT STAFFING OF 
NAVAL HOSPITALS 


Joint staffing of four Naval hospitals with Army medical 
personnel at St. Alban’s Hospital, Long Island, N. Y.; Corona 
and Long Beach hospitals, California, and Portsmouth Hos- 
pital, Portsmouth, Va., was announced July 1 by the Surgeon 

General. The joint staffing of military hospitals was recom- 
mended by the Hawley Board last January in order to 
economize on physicians and other scarce professional personnel 
and to reduce the number of hospitals. Under the plan, hos- 
pitals of the respective services allocate a certain number of 
beds for patients from other services. A total of 825 beds has 
thus been made available in these four hospitals for Army 
and Air Force patients. 

Nine Army Medical Corps officers, including a pediatrician, 
an internist, a general surgeon, an orthopedic surgeon and five 
general duty physicians, are being assigned to St. Alban’s 
Hospital, which has allocated 450 beds to Army and Air Force 
patients. Allocation of these beds made it possible for the 
Army to close Fort Totten General Hospital, Long Island, and 
to reduce Tilton General Hospital, Fort Dix., N. J., to station 
hospital status, effective June 30. Three Army Medical Corps 
officers in residency training have been assigned to Portsmouth 
Naval Hospital, which has allocated 100 beds to the Army 
and Air Force. At Corona and Long Beach hospitals, a total 
of 300 beds have been turned over to the Army and Air Force, 
making it possible to close McCormack General Hospital by 
June 30. An internist, a general surgeon and a general duty 
physician are being assigned to each of these hospitals by the 
Army Medical Department. Members of the Dental Corps, 
Army Nurse Corps, Medical Service Corps and Women’s 
Specialist Corps and enlisted personnel are being assigned to 
these hospitals in proportionate numbers to help with the work 
load of all patients and augment the hospital staff. 

In a similar joint staffing procedure, the Navy recently 
assigned personnel for duty at the Army’s Tripler General 
Hospital at Honololul, Hawaii, where all Naval patients in 
the Philippine Island are now hospitalized. 


SELECT 486 NEW DOCTORS FOR 
INTERN TRAINING 


The Surgeon General announced that a total of 486 medical 
school graduates and senior medical students were selected 
for the military intern and civilian intern programs and began 
their internships and training July 1. Commissions as first 
lieutenants in the Medical Corps Reserve have been given 
to 231 medical school graduates who were assigned to Army 
general hospitals taking part in the military intern program. 
These internships are offered each year to selected graduates 
of medical schools approved by the American Medical Associa- 
tion. Appointments begin on July 1 and terminate June 30 the 
following year. Commissions in the Regular Army are tendered 
to some at the close of the year. Twenty-four of those selected 
for the military intern program formerly held Reserve Corps 
rank in the Army, Navy or Air Force. 

Selected for commissions as first lieutenants in the Medical 
Corps Reserve and assignment to civilian hospitals for intern 
training in the civilian intern program beginning July 1 are 255 
medical school senior students. This program is designed pri- 
marily for young physicians who desire a career in the Regular 
Army Medical Corps. Applicants must have been accepted for 
internship training in a civilian hospital approved by the 
American Medical Association. Physicians selected for training 
under this program are required to serve two years on a duty 
status on completion of their year of intern training. During 
this year of training they are officers on active duty with full 
pay and allowances of the grade of first lieutenant. 


TRIPLER GENERAL HOSPITAL WELCOMES 
THE NAVY 


The May 9 issue of The Caducean, which is published at 
Tripler General Hospital in Honolulu, is devoted largely to 
welcoming the Navy medical contingents and personnel to 
that new hospital in one phase of the unification of the medical 
service of the armed forces. When the transfer from the Aiea 
Naval Hospital is complete, the Navy will have on duty 2t the 
new Tripler Hospital, which heretofore has been exclusively an 
Army hospital, ten Navy medical officers, 35 Navy nurses, 125 
Navy enlisted men; there will be about 300 Navy patients. 
Tripler thus becomes, in fact, the armed forces hospital for 
the Hawaiian area, serving personnel of the Army, Navy, Air 
Force, Marine Corps and Coast Guard; it will also care for 
island veterans and patients of the United States Public Health 
Service. The first Navy medical officer to be in charge of the 
Naval unit at Tripler is Captain Gordon Tayloe, M.C., whose 
distinguished career began when he enlisted in the Navy Hos- 
pital Corps in 1917. Following World War I, he went to 
Wake Forest College in North Carolina, then to the University 
of Maryland School of Medicine in Baltimore, where he gradu- 
ated in 1937. Much of his service during World War II was 
in Central and Eastern China. Captain Tayloe organized the 
Medical Department for the Navy “Corps in China, including 
twenty-four smail medical dispensaries and three mobile field 
hospitals; for this service he was awarded the Legion of Merit. 


SELECTED FOR ADVANCED TRAINING 


The following additional medical officers have been selected 
for advanced training in civilian institutions : 


Colonel Arthur E. White, American Congress of Physical Medicine, 
Chicago, physical medicine 

Colonel Harold B. Luscombe, American Congress of Physical Medi- 
cine, Chicago, physical medicine 

Colonel Emmett M. Smith, American Congress of Physical Medicine, 
Chicago, physical medicine 

Colonel Harold E. Coder, University of California, Berkeley, Calif., 
hospital administration 

Lt. Colonel Frank W. Threadgill, University of California, Berkeley, 
Calif., hospital administration 

Lt. Colonel James H. Gordon, University of California, Berkeley, 
Calif., public health 

Lt. Colonel Lucio E. Catto, Philadelphia Psychoanalytic Institute, 
Philadelphia, psychoanalysis 

Lt. Colonel James E. Tate, American Congress of Physical Medicine, 
Chicago, physical medicine 

Lt. Colonel Clark B. Williams, American Congress of Physical Medi- 
cine, Chicago, physical medicine 

Lt. Colonel John J. Marren, University of California, San Francisco, 
psychiatry and neurology 

Major George W. Geiss, American Congress of Physical Medicine, 
Chicago, physical medicine 

Major Joseph N. Schaeffer, American Congress of Physical Medi- 
cine, Chicago, physical medicine 

Captain Donald W. S. Stiff, Massachusetts General Hospital, Boston, 
residency in radiology 
Captain Irvine G. Jordan Jr., Tulane University Medical School, 
New Orleans, basic sciences, and Ochsner Clinic, New Orleans, ortho- 
pedic surgery 

Captain Wayne R. Celhafen, American Congress of Physical Medi- 
cine, Chicago, physical medicine 

Captain Edward J. Lorenze, American Congress of Physical Medi- 
cine, Chicago, physical medicine 

Captain James S. Martin, American Congress of Physical Medicine, 
Chicago, physical medicine 

First Lt. John H. Webb Jr., Grady Memorial Hospital, Atlanta, Ga., 
otorhinolaryngology 

‘irst Lt. Edward E. Mercier, Gallinger Municipal Hospital, Wash- 
ington, D. C., a tay in medicine, and Georgetown University Hos- 
pital, Washington, D. C., internal medicine 

First Lt. David H. Nichols, Millard Fillmore Hospital, Buffalo, 
obstetrics and_ gynecology 

First Paul Teplis, Grady Memorial Hospital, Atlanta, Ga., and 
Georgetown University Hospital, Washington, D. C., residency in 
medicine 

First Lt. David C. Wilson Jr., University of Colorado, Denver, resi- 
dency in psychiatry 

First Lt. Frank J, Cozzetto, Colorado General Hospital, Denver, 
pediatrics 
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PUBLIC HEALTH SERVICE 


THOROUGHGOING REORGANIZATION 


A reorganization of the U. S. Public Health Service to 
permit the service to keep pace administratively with develop- 
ments in the concept of public health, and with advances in 
public health practice resulting from progress in medical science, 
has been apprcved by Surgeon General Scheele. The changes, 
which bring the organization into closely knit groupings in 
the respective areas of Public Health Service responsibility 
were made after a year of study by a special committee on 
organization. In approving the new structurai pattern, Dr. 
Scheele pointed out that it will enable the service to put forth 
its best efforts and will make possible more efficient manage- 
ment and direction of the programs authorized by Congress. 
The reorganization regroups the activities of the service within 
the framework of the four previously existing bureaus, so that 
closely related programs are brought together in a single over- 
all administrative unit. 

The four bureaus, which, in turn, are comprised of several 
divisions are: Office of the Surgeon General, Bureau of State 
Services, Bureau of Medical Services and the National Institutes 
of Health. 

Under the reorganization, activities within the Office of the 
Surgeon General are limited to the over-all staff or advisory 
functions of the service. As presently constituted, the Office 
of the Surgeon General, under the direction of the Deputy 
Surgeon General, is composed of: Division of Commissioned 
Officers, Division of Public Health Methods, Office of Inter- 
national Health Relations, Office of Management Services, 
Office of Personnel, Office of Budget and Finance and Office 
of Purchase and Supply. The new structural plan brings 
together in the Bureau of State Services the federal-state and 
interstate programs of the service. Activities of the bureau 
are carried on in three branches: (1) Environmental Health 
Service, comprised of the divisions of Sanitary Engineering, 
Industrial Hygiene, Water Pollution Control, and the Environ- 
mental Health Center at Cincinnati; (2) Personal Health Ser- 
vice, consisting of the divisions of Chronic Disease, Dental Public 
Health, Tuberculosis, Venereal Disease, and the Communicable 
Disease Center at Atlanta; (3) Administrative and Staff 
Services, made up of the Division of State Grants, the National 
Office of Vital Statistics, and the Offices of Public Health 
Nursing, Health Education and Administrative Management. 


PERSONAL HEALTH SERVICES 

New divisions in the Personal Health Services branch are the 
divisions of Chronic Disease, which brings together existing 
programs in these fields into one unit, and Public Dental 
Health. 

Divisions just established or transferred to the Administrative 
and Staff Services branch of the Bureau of State Services are 
State Grants, which will coordinate programs of grants-in-aid to 
States, and the National Office of Vital Statistics. 


MEDICAL SERVICES 

The Bureau of Medical Services is concerned with services 
directed toward remedying individual medical needs and is 
made up of programs of clinical care, evaluation of the nation’s 
health resources and aid in the construction of hospital facilities. 

To facilitate the effective performance of the bureau's 
functions, the divisions of Dentistry and of Nursing, previously 
in the Office of the Surgeon General, have been transferred to 
Medical Services. The Division of Hospital Facilities, which 
administers the national hospital construction program and 
which was previously in the Bureau of State Services, has 
been transferred to Medical Services. A new division, Hospital 
and Medical Resources, has been established in the bureau to 
strengthen studies and leadership in developing the medical 
resources of the nation. 

The changes, which were made over a period of many months, 
were first effected in the National Institutes of Health, where 
reorganization was completed some time ago. The recently 
created Institute of Experimental Biology and Medicine and 
the Microbiological Institute resulted from the integration of 
several divisions and laboratories into coordinated units. The 


Mental Health Institute was established through the transfer 
to the National Institutes of the functions of the Division of 
Mental Hygiene, previously in the Bureau of Medical Services. 
Two additional institutes, the National Heart Institute and 
the Institute of Dental Research, have been established on 
authorization of the 80th Congress. 


NATIONAL INSTITUTE OF HEALTH 
Components of the National Institutes of Health are: Office 
of the Director, Office of Scientific Reports, Office of Research 
Planning, Experimental Biology and Medicine Institute, Micro- 
biological Institute, National Cancer Institute, National Heart 
Institute, National Institute of Dental Research, and National 
Mental Health Institute. 


REGULAR CORPS EXAMINATION 
FOR MEDICAL OFFICERS 


A competitive examination for appointment of medical 
officers in the Regular Corps of the United States Public 
Health Service will be held on October 3-5. Applications 
must be received no later than September 5. 

Appointments will be made in the grades of assistant sur- 
geon (first lieutenant) and senior assistant surgeon (captain). 
Appointments are permanent in nature and provide opportu- 
nities to qualified physicians for a lifetime career in clinical 
medicine, research and public health. All commissioned officers 
are appointed to the general service and are subject to change 
of station. 

For appointment in the grade of assistant surgeon, the 
applicant must be a citizen of the United States, at least 21 
years of age and a graduate from a recognized school of 
medicine. Applicants for appointment in the grade of senior 
assistant surgeon, must meet the aforementioned requirements 
and must have had a total of at least ten years of educational 
training and professional experience subsequent to high school. 

The professional written examination for the grade of 
assistant surgeon will cover the following subjects: (1) anat- 
omy, physiology and biochemistry, (2) materia medica and 
therapeutics, (3) obstetrics and gynecology, (4) practice of 
surgery, (5) practice of medicine, (6) epidemiology and 
hygiene and (7) pathology and bacteriology. Senior assistant 
surgeon applicants will be examined on subjects 4, 5, 6 and 7, 
listed herein. 

Examinations will be held at a number of points throughout 
the United States, located as centrally as possible in relation 
to the homes of candidates. 

Entrance pay for an assistant surgeon with dependents is 
$5,011 per annum; for senior assistant surgeon with dependents, 
$5,689. These figures include the $1,200 annual additional pay 
received by medical officers as well as subsistence and rental 
allowance. 

Application forms and additional information may be obtained 
by writing to the Surgeon General, United States Public Health 
Service, Washington 25; D. C. Attention: Division of Com- 
missioned Officers. Complete applications must be received 
by Sept. 5, 1949. 


DR. KOLB RESIGNS 


Dr. Lawrence Kolb has resigned as Director of Research 
Projects for the National Institute of Mental Health, and Dr. 
John Eberhart has been appointed to that position, effective 
July 1. Dr. Kolb has accepted a position as consultant in 
psychiatry at the Mayo Clinic, Rochester, Minn. Dr. Eberhart 
has been chief psychologist of the Training and Standards 
Branch of the National Institute of Mental Health. Prior to 
joining the Public Health Service Staff in 1947, he was chief 
of the Research Design Section, Surveys Division, Veterans 
Administration. He was formerly a member of the psychology 
faculty of Northwestern University and, for two years, was a 
post-doctoral fellow of the Social Science Research Council. 
He served as a Naval officer during the war. As Director of 
Research Projects, Dr. Eberhart will administer the program 
of grants in aid for research in the mental health field. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


CALIFORNIA 


Professor Fischer Wins Sugar Research Award.—Prof. 
Hermann O. L. Fischer, Berkeley, carbohydrate chemist of the 
University of California, has been awarded the 1948 Sugar 
Research Award of $5,000. The National Academy of Sciences, 
which administers the award established by the Sugar Research 
Foundation, announced the selection. Professor Fischer came to 
Berkeley last year with Professor Wendell M. Stanley, chair- 
man of the department of biochemistry and director of the Virus 
Laboratory. Dr. Fischer won the award on the basis of con- 
tributions to sugar and carbohydrate research, achieved mainly 
during his years at the Banting Institute at the University of 
Toronto. The award is the fourth annual Intermediate Prize 
presented by the foundation. Next year a $25,000 Grand Prize 
will be given for the outstanding research during the preceding 
five years, the Intermediate Prize winners being eligible. 


IDAHO 


State Medical Election.—Idaho State Medical Association 
at its recent meeting in Sun Valley installed Dr. Walter R. 
West, Idaho Falls, as president and chose Drs. Russel T. 
Scott, Lewiston, president-elect and Alfred M. Popma, Boise, 
secretary-treasurer. 


ILLINOIS 


Personals.—The Illinois Psychiatric Society at its election 
of officers in May chose Dr. Vladimer G. Urse, Chicago, as 
president and Dr. Louis D. Boshes, Chicago, secretary-treasurer. 
——At the annual meeting of the Illinois Public Health Asso- 
ciation in Chicago in April, Dr. Winston H. Tucker, com- 
missioner of health of Evanston, was made president-elect 
of the Illinois Public Health Association. 


Chicago 

Research on Liver Diseases.—The Board of Directors of 
the Hektoen Institute for Medical Research of the Cook County 
Hospital announces that the Dr. Jerome D. Solomon Memorial 
Research Foundation, an affiliate of the Hektoen Institute, has 
given its third annual grant of $12,300 for the continuation of 
research on diseases of the liver. This work is being done 
by Dr. Hans P. Popper, scientific director of the institute, and 
his associates. 


Gift for Laboratory to Study Allergy.—Asthmatic Chil- 
dren’s Aid has presented a gift of $10,000 to the University of 
Illinois Allergy Clinic to establish a histochemical laboratory 
for experiments in allergy. Asthmatic Children’s Aid was 
organized in 1940 to further research on asthma and allergy 
and to provide relief for underprivileged children. The organ- 
ization contributes also for the care of patients in clinics and 
the education of doctors who will specialize in the treatment 
of allergic diseases. The association has contributed a total of 

000 to the University of Illinois in support of the Allergy 


Clinic. 
INDIANA 


Society Election.—The Indiana Society of Anesthesiologists 
has elected Dr. Edward F. Bloemker, Indianapolis, president, 
and Dr. Richard E. Edmondson, Terre Haute, secretary- 
treasurer. 


Establish State Tumor Registry.—The Indiana Associa- 
tion of Pathologists, in collaboration with the State Board of 
Health, the. Indiana Cancer Society, the Indiana University 
School of Medicine and the Indiana State Medical Association, 
has established tumor registry for the statewide collection of 
data concerning all cases of cancer or cases suspected of being of 
cancer, The Indiana Cancer Society made this program possible 
by the provision of funds. The Indiana Association of Patholo- 
gists is giving assistance by studying the material as it is sent 
to the registry, while the Indiana State Board of Health is 
assisting by maintaining the registry under the direction of 
Dr. Wendell C. Anderson. About a year ago the Indiana 
Association of Pathologists, using funds provided by the Indiana 
Cancer Society, provided special training for a technician who 
now has headquarters in the department of pathology at Ball 
Memorial Hospital in Muncy. This technician is available on 


_Tequest for assistance in technical problems. 
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KANSAS 


Program to Improve Rural Medical Care.—A statewide 
program for improving rural medical care has been started by 
the University of Kansas School of Medicine, Lawrence, in 
cooperation with the Kansas State Medical Society and the 
Kansas Farm Bureau. Under the direction of Dr. Franklin 
Murphy, dean of the Kansas Medical School, Topeka, a program 
has been developed to (1) train more doctors with emphasis 
on the importance of general practice, (2) develop medical lec- 
tures and demonstrations for the country doctor in Kansas and 
offer more refresher courses for country doctors and (3) enlist 
the aid of communities to help recruit the doctors they need. 
The Kansas State Legislature has appropriated $3,800,000 for 
additions to the University of Kansas School of Medicine. The 

Kansas communities which need doctors have public organ- 
izations or committees actively supporting a move to recruit 
doctors. Some communities are trying to attract doctors by 
offering to stake them for their beginning year; others offer 
facilities they need to practice medicine, and in most cases the 
townspeople provide buildings, equipment or loans without 
interest to make their communities more attractive. 


MAINE 


Jackson Memorial Laboratory Seminars.—The first of 
the regular summer series of seminars at the Roscoe B. Jackson 
Memorial Laboratory, Bar Harbor, began June 30. The 
remaining program for the summer is as follows: 

July 21, Mr. Eugene Roberts, St. Louis, Chemical Studies of Epidermal 

Carcinogenesis 

July 28, Jackson Laboratory Genetics and Normal Growth Panel 

August 1, Mr. Duncan J. McDore'4, Hanover, N. H. 

August 4, Mr. Garson H. Tishkoff, New York, Chromatographic and 

Microbiological Methods in the Study of Growth Factors 

August 11, Jackson Laboratory Endocrines Panel 

August 22, Mr. Philip White, Development of Tumors in Plants 

August 29, Dr. David A. Karnofsky, New York, Studies on Chemo- 

therapy 

September 1, Jackson Laboratory Pathology Panel 
The seminars which are open to all interested persons, are held 
at 7:30 p.m. at Aldersea in Bar Harbor. 


MASSACHUSETTS 


Personal.—Dr. Francis C. Lowell, associate protessor ot 
medicine at Boston University School of Medicine, has been 
appointed assistant dean of the Harvard Medical School, Boston. 
Dr. Lowell is a graduate of Harvard Medical School, 1936. 

Dr. Hinton Promoted to Clinical Professor.—Dr. Wil- 
liam A. Hinton has been promoted to clinical professor of bac- 
teriology and immunology in the Harvard Medical School, 
Boston. Dr. Hinton has been on the medical school staff more 
than 25 years. He is known especially for the Hinton test and 
the Davies-Hinton test for syphilis. Dr. Hinton was graduated 
from Harvard College in 1905 and from Harvard Medical 
School in 1912. After eight years of laboratory practice in the 
Boston Dispensary and the Massachusetts Department of Health 
Dr. Hinton joined the staff of the Harvard Medical School as 
an assistant in preventive medicine and hygiene in 1923. He 
also has been a lecturer at Simmons College since 1919. 


MISSOURI 


Army Colonel Named Medical School Dean.—Lt. Col. 
Melvin A. Casberg, of the Surgical Consultants’ Division, the 
Surgeon General’s office, has been named dean of the St. Louis 
University School of Medicine, St. Louis, effective the latter 
part of July, after he is separated from the army. Colonel 
Casberg was graduated in 1936 from the medical school to 
which he will return as dean. In 1940 he went to India, where 
he was chief of the Umri Mission Hospital, Berar. In 1942 he 
returned to the United States, entered the army and saw service 
in the North African campaign. In 1943 Colonel Casberg was 
reassigned to the China-Burma-India Theater of Operations. - 
In 1946 he entered private practice at Long Beach, Calif., and 
was chief of staff at Jones Clinic Hospital, Long Beach, and 
senior attending surgeon, Harbor General Hospital, Los Angeles 
County. He returned to active duty in the army in January 1949, 


NEW JERSEY 


New State Department Bureau.—Dr. Geoffrey W. Esty, 
Westfield, assumed the duties June 1 of director of the newly 
created Bureau of Constructive Health. Dr. Esty, a graduate 
of Harvard Medical School, Boston, 1931, formerly practiced 
ere in Westfield; in 1941 he became associated with the 

ureau of Maternal and Child Health as supervisor of medical 
personnel; following service in World War II he rejoined the 
division as a full time pediatrician. 
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NEW YORK 


Personal.—Dr. John G. Sigsby, Albany, has accepted the 
position of medical director of the Aftosa Commission at 
México, D. F., Mexico. The association has been set up to 
improve the health of Mexican cattle. More than 500 American 
veterinarians and cattle handlers have volunteered in the pro- 
gram under the direction of the U. S. Public Health Service. 
Dr. Sigsby will serve as their physician. 

Teaching Day on Heart Disease.—The Suffolk County 
Medical Society on July 27 will have the following program 
at the Central Islip State Hospital, beginning at 10:30 a. m.: 


J. Hamilton Crawford, Brooklyn, Management of Acute Cardiovascular 
Emergencies 


A. Wilbur Duryee, New York, Management of Peripheral Vascular 


sease 

"— T. Foley, New York, Use of Anticoagulants in Cardiovascular 

isease 

Leon J. Warshaw, Flushing, Management of the Failing Heart 

This instruction is provided by the Medical Society of the 
State of New York with the cooperation of the State Depart- 
ment of Health. 

Salmonella Centre.—The State Health Department’s Divi- 
sion of Laboratories and Research has been designated as a 
Regional Salmonella Centre to collaborate with the World 
Salmonella Centre at the State Serum Institute, Copenhagen, 
Denmark. The World Centre was established by authority of 
the World Health Organization last summer. Its objective is 
the collection and identification of Salmonella strains. The state 
department laboratory was one of the first American laboratories 
to collaborate with the State Serum Institute in Copenhagen 
before the second World War when an International Salmonella 
Centre, financed by the Commonwealth Fund, was established 
at the State Serum Institute. 


New York City 


Study of Premature Infant Mortality.—The Child Health 
and Welfare Committee of the Medical Society of the County 
of Kings, in cooperation with the Maternity Newborn Division 
of the New York City Department of Health, plans to conduct 
an analysis of premature infant mortality in Brooklyn. A repre- 
sentative of the committee and of the health department will 
analyze the death certificates as well as the hospital records. 
At some future time it is planned to make the findings of this 
study available to the profession, and it is hoped that corrective 
action will be taken as a result of these findings. Dr. Henry 
Rascoff is chairman. 

PENNSYLVANIA 


Personal.—The Hahnemann Medical College and Hospital 
of Philadelphia conferred an honorary degree of Doctor of 
Laws on Dr. Leroy E. Chapman, Warren, June 24. Dr. Champ- 
man also has received a certificate of life membership in the 
Temple University Alumni Association, awarded annually to a 
member of the University Alumni for outstanding service. 

Henry Phipps Institute——The University of Pennsylvania 
Committee on the Henry Phipps Institute has been reconstituted 
following the death of former President Thomas S. Gates and 
retirement of Drs. Charles J. Hatfield and Alfred N. Richards. 
George William McClelland, LL.D., chairman of the university, 
has replaced Dr. Hatfield as chairman of the committee; other 
members are as follows: Harold E. Stassen, president of the 
university ; Paul Musser, LL.D., provost; William H. DuBarry, 
administrative vice president; Dr. Robin C. Buerki, vice presi- 
dent in charge of medical affairs; Orville H. Bullitt, trustee, 
chairman of the board of medical affairs, and S. F. Houston 
and Colonel Edwin M. Chance, trustees. The committee held 
its annual meeting in the Library of the Institute on May 30 
and adopted the budget for 1949-1950. 


Philadelphia | 

Society News.—The Philadelphia Laryngological Society 
on May 3 elected Dr. Valentine M. Miller president, Dr. Harry 
P. Schenck treasurer and Dr. William J. Hitschler secretary. 
Dr. Chevalier L. Jackson was elected to the executive committee. 

Establish Nutrition Clinic.—The Philadelphia General 
Hospital announces the establishment of a Nutrition Clinic, 
which, with its research laboratory, will study various nutritional 
problems among the patients in the hospital and school children 
in Philadelphia. Dr. Michael G. Wohl, associate professor of 
medicine at Temple University School of Medicine, will be chief 
of the clinic, and Katheryn Langwill, professor of nutrition at 
Drexel Institute, will act as nutritionist. 

Faculty Changes at Woman’s Medical College.—Dr. 
Isabelle H. Perry has resigned as director of the department 
of onary A of the Woman’s Medical College and has been 
appointed full time executive secretary of the Subcommittee on 
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Oncology of the Committee on Pathology for the National 
Research Council. Dr. Mildred C. Pfeiffer will become director 
of the department of oncology. Dr. Pfeiffer is a graduate of the 
University of Pennsylvania School of Medicine, 1936. She has 
been assistant director of oncology at the Woman’s Medical 
College since 1948. Dr. Irene E, Maher, clinical instructor in 
medicine, is assistant dean, effective June 15. Dr. Maher was 
a graduate of the college in 1944. 


RHODE ISLAND 


State Medical Election.—The Rhode Island Medical 
Society at its recent annual meeting installed Dr. Peter P. 
Chase, Providence, as president and chose Drs. Charles J. Ash- 
worth, Providence, president-elect; Morgan Cutts, Providence, 
secretary, and G. Raymond Fox, Pawtucket, treasurer. Dr. 
Charles L. Farrell was elected delegate to the American Med- 


ical Association. 
WEST VIRGINIA 


New Medical Licensing Board.—The new medical licensing 
board has succeeded to all licensing duties of the Public Health 
Council. Members appointed by the governor are: Drs. Walter 
E. Vest, Huntington, president since 1937 of the Public Health 
Council, for a four year term; William P. Bittinger, Summer- 
lee, also a former council member, for a five year term. Others 
appointed by the governor as members of the new board are 
Dr. Cecil B. Pride, Morgantown, one year term; George F. 
Evans, Clarksburg, two years; Frank J. Holroyd of Princeton, 
three years, and Doff D. Daniel of Beckley, five years; chirop- 
odists: D. A. Afflack, Parkersburg, two year term, and E. R. 
Johnson, Charleston, three year term; chiropractors: F. M. 
Remick, Wheeling, one year term, and R. E. Tripp, Fairmont, 
four year term. The new board was appointed under the pro- 
vision of H. B. 134, passed by the legislature February 21. It 
held its first meeting July 7-9. 

State Medical Meeting.—The annual meeting of the West 
Virginia State Medical Association will be held at the Green- 
briar Hotel, White Sulphur Springs, August 4-6, under the 
presidency of Dr. Thomas G. Reed, Charleston. Guest speakers 
at the morning general sessions are as follows: 

Lloyd H. Mousel, Washington, D. C., Newer Developments in Anesthesia 

Maxwell Finland, Boston, Antibiotics 

Harry Gold, New York, Recent Developments in Cardiac Drugs 

Irving S. Wright, New York, Present Status of Anticoagulant Therapy 

in the Treatment of Thrombo-embolic Diseases 

William D. Stroud, Philadelphia, Congestive Heart Failure 

Michael E. DeBakey, Houston, Texas, Current Considerations of 

Peripheral Vascular Disease 

Richard B. Cattell, Boston, Surgery of the Pancreas 

Sidney Farber, Boston, Tumors in Childhood 

Ralph M. LeComte, Washington, Significance of Hematuria 

Bayard Carter, Durham, N. C., Carcinoma of the Cervix Uteri 

Panel discussions will follow the sessions on Thursday and 
Friday, and a question and answer period is scheduled following 
the papers Saturday morning. Dr. Harold C. Lueth, Omaha, 
will speak Friday evening on “Medical Care in the Atomic 
Age.” Guest speaker at the banquet Saturday evening will be 
Will Durant, whose subject will be “What Are the Lessons of 
History.” The Woman’s Auxiliary will meet in conjunction with 
the medical association. 

GENERAL 


National Medical Association.—The annual convention of 


the National Medical Association will be held August 8-12 in 
Detroit, with headquarters at the Horace G. Rackham Educa- 
tional Building. The program has been arranged by sections. 
Clinics will be held at Detroit hospitals. 

Fund for Research on Leukemia.—The National Research 
Council announces the availability of a fund of $25,000 from 
the estate of Charles R. Blakely for support of research in the 
field of lymphatic leukemia. Applications for grants-in-aid from 
this fund are now being entertained. Application forms may be 
obtained from the Chairman, Division of Medical Sciences, 
National Research Council, 2101 Constitution Avenue, N. W., 
Washington 25, D. C. 

Syphilis Case-Finding Campaign.—More than 200 cities 
and counties in 28 states throughout the country are launching 
intensive syphilis case-finding campaigns during July and August. 
Approach to the public will be through material for use on the 
radio, on television, in movies and through advertising outlets 
purchased by state and local health departments. The U. $ 
Public Health Service has requested the assistance also of 
national magazines and other publicity channels. 

Special Society Awards.—Dr. Herbert M. Evans, Berkeley, 
Calif., received the E. R. Squibb and Sons Award, and George 
Sayers, Ph.D., Salt Lake City, was named as the first recipient 
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Association for the Study of Internal Secretions held in Atlantic 
City June 3-4. It was also announced that Dr. Ernest M. 
Brown Jr., Philadelphia, has been selected as the Ayerst, 
McKenna and Harrison Fellow for 1949, and Dr. D. Lawrence 
Wilson is to be the Schering Fund Fellow. 

Heart Association New Research Grants.—Eleven grants 
approximating $50,000 for investigation of heart and circulatory 
disease were announced June 27 by Dr. Harold M. Marvin of 
New Haven, Conn., president of the American Heart Associa- 
tion. New applications for Research Fellows and Established 
Investigators will be accepted up to September 15. Applications 
may be made to Dr. Charles A. R. Connor, Medical Director, 
1775 Broadway, New York 19, N. Y. According to the Amer- 
ican Heart Association, fellowships for established investigators 
will be ordinarily granted for a five year period, subject to 
annual review, for independent investigation at an annual stipend 
starting at $5,000 and with an annual increase of $500. These 
are open to superior persons of proved ability who are interested 
in a career in research. The research fellowships will be 

ranted for one year, with stipends ranging from $3,000 to 
$4, 000, and are open to graduates of approved medical or grad- 
uate schools who are interested in research and intend to follow 
an academic career. 

' Prevalence of Poliomyelitis.—Reports of cases of polio- 
myelitis for the periods indicated have been received from the 
oe of Public Health Methods, U. S. Public Health 

ervice : 


Week Ended Total to Total * 
a a a 
+ tT +t + > 4 
Division and State & 22 & & Be Be 
New England States: 
0 0 0 11 0 11 0 
New Hampshire .......... 0 0 0 0 0 0 0 
0 0 0 3 1 1 0 
Massachusetts ............. 10 1 0 42 6 42 3 
Rhode Island ............- 0 0 0 1 0 1 0 
pats 3 0 1 11 2 8 1 
Middle Atlantic States: 

7 14 68 76 48 40 
2 3 3 1 46 35 39 
Pennsylvania ..-.....e00¢ oe 5 2 29 34 19 23 

East North Central States: 

6 14 6 19 45 13 36 
7 2 2 31 41 21 31 
de bch wa 11 6 4 55 33 39 26 
See 10 1 0 58 21 31 15 
5 1 1 28 7 14 

West North Central States 
25 0 1 97 22 58 14 
4 0 1 42 73 29 60 
Missouri 11 1 2 41 13 30 13 
6 0 0 25 3 21 
South Dakota ............. 0 0 0 41 22 19 2 

13 4 1 48 20 22 17 
South Atlantic States: 
0 4 0 10 5 8 4 
ae 0 0 1 14 1 5 0 
District of Columbia....... 1 0 0 0 3 
4 2 2 7 21 7 19 
West Virginia ...........- 6 1 1 7 27 2 
North Carolina ........... 3 92 5 58 360 31 336f 
South Carolina ........... 0 4 2 27 10 19 
4 10 3 26 33 18 32 
East South Central States: 
5 1 3 29 16 21 13 
10 7 6 39 26 33 19 
14 3 3 65 32 52 20 
0 3 3 65 15 54 13 
West Central States: 
59 3 20 146 18 
15 0 2 63 32 51 26 

51 3 3 197 23 190 19 

118 67 S52 786 646 695 625 
Mountain States 

0 0 0 15 7 5 
2 2 2 18 9 16 7 
4 1 0 20 7 19 5 
3 7 0 21 16 10 15 

0 0 0 2 1 0 

Pacific States: 
Washington ........seee0+% 7 4 1 74 41 29 23 
wees hae 2 1 1 45 25 29 9 
California 29 74 22 487 #+%355 4198 323 
Median, 1944-1948 220 1,271 874 


* Last two columns show reported incidence since approximate average 
seasonal low date: 15 weeks. 
+t Figures changed by corrected reports. 
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PUERTO RICO 


Vaccinate Children Against Tuberculosis.—More than 
Puerto Rican school children will be vaccinated against 
tuberculosis during the next school year. This decision was 
reached at a meeting of federal and insular government officials, 
who met to discuss the use of BCG. Participating in the con- 
ference were insular commissioner of education Mariano Vil- 
laronga, health commissioner Juan A. Pons, Dr. Guillermo 
Arbona, of the insular health department, and Dr. Robert K. 
Williams, Robert J. Anderson and Dr. Edwardo Garrido 
Morales of the U. S. Public Health Service. 

New Medical School to Open in 1950.—The rector of the 
University of Puerto Rico, Jamime Benitez, reports that the 
new school of medicine to be established in San Juan will start 
operation during the 1950-1951 school year. The school will 
be set up utilizing present facilities of the Postgraduate School 
of Tropical Medicine. The Sdperior Council of Education 
adopted a resolution to ask several medical professors on the 
staff of the School of Tropical Medicine who resigned their 
promotion soon after the law creating the new school was 
approved by the governor to continue in their posts. Dr, 
Enrique Koppisch is now acting director of the School of 
Medicine, and proper guarantees have been given to all employees 
of this institution that they will remain in their present posi- 
tions. A resolution to that effect was adopted by the Superior 
Board of Education last month. 


Deaths in Foreign Countries 


Bernard E. Read, Ph.D., pharmacologist, acting director 
of the Henry Lester Medical Research Institute of Shanghai, 
China, died there June 13 after a long illness, aged 62. Dr. 
Read was a Rockefeller fellow at Johns Hopkins University, 
Baltimore, in 1916 and at Yale University, New Haven, Conn., 
in 1918. He served as professor of pharmacology at Peiping 
Union Medical College 1926-1932———Sir Frederick N. Men- 
zies, medical officer of health of the London County Council from 
1909 until his retirement in 1939 and one of Britain’s prominent 
physicians in the public health field, died May 15 at his home 
in London, aged 73. — Professor Emilio Alfieri, president 
Fondazione Mario Donati of Milan, Italy, died May 10. The 
foundation decided to commemorate the president a holding 
on June 16 the ceremony that he himself had planned for the 
official inauguration of the foundation———Sir James Purves- 
Stewart, author of “Diagnosis of Nervous Diseases,” which 
went into its ninth edition in 1945, and other publications, died 
in London June 15, aged ® 


CORRECTION 


Dosage of Nor-Epinephrine.—In the last column of table 
2, in the article on nor-epinephrine in THe JourNAL, July 2, 
1949, page 777, the dosage of nor-epinephrine infused should 
have been expressed in micrograms per kilogram per minute 
instead of in milligrams. 

State Medical Election.— The South Carolina Medical 
Association at its annual meeting installed Dr. Roderick Mac- 
Donald, Rock Hill, as president and chose Dr. Wilbur R. 
Tuten of Fairfax, president-elect ; Dr. Julian P. Price, Florence, 
was reelected secretary-treasurer. The state medical election 
item in THE JOURNAL June 11, page 548, was in error. 


Marriages 


Harvey Loraine Burnette Jr., Cheraw, S. C., to Miss 
Mary Malissa Ratliff of Morven, N. C., June 4. 

Morris Jacop SELIGMAN, Concord, N. H., to Miss Rhya 
Levine of Groton-on-Hudson, N. Y., in May. 

Joun Epwarp Ryan, Washington, D. C., to Miss Patricia 
Ellen Mortell of Oshkosh, Wis., April 23. 

Joun Avpen Vann, Norfolk, Va. to Miss Anna 
Shackleford in Williamsburg, May 6. 

Mavrice E. Wits, Burlington, Ky., to Dr. Lorraine Awes 
of Cedar Rapids, Iowa, May 24 

Leon J. SHULMAN, Los Angeles, to Miss Priscilla McIlvaine 
in Pasadena, Calif., 

Ropsert F. Neat, Carthage, Tenn., to Miss Caroline Acree 
Benz of Nashville, June 8. 

J. TrmotHy Donovan to Miss Eileen Frances McAllister, 
both of Brooklyn, in June. 
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Thomas Addis, San Francisco; born in Scotland in 1881; 
University of Edinburgh Faculty of Medicine, Scotland, 1905; 
in 1911 joined the faculty of Stanford University School of 
Medicine, where he had been professor of medicine and where 
in 1946 he retired from active teaching with the title of pro- 
fessor emeritus; fellow of the Royal College of Physicians of 
Edinburgh, which in 1942 awarded him the Cullen Prize “for 
the greatest benefit done to practical medicine in the previous 
four years”; member of the National Academy of Sciences, 
Association of American Physicians and the American Society 
for Clinical Investigation; fellow of the American College of 
Physicians; a former Carnegie Research scholar and fellow, and 
the first visiting scholar at the Long Island College of Medicine 
in Brooklyn, where in 1940 he delivered the Adam M. Miller 
Memorial Lecture; in 1931 he delivered the fourth course of 
lectures under the William Sydney Thayer and Susan Read 
Thayer Lectureship in Clinical Medicine, in the School of 
Hygiene and Public Health, Johns Hopkins University School 
of Medicine, Baltimore ; co- -author of “Renal Lesion in Bright’s 
Disease”; author of “Glomerular Nephritis: Diagnosis and 
Treatment” ; specialist certified by the American Board of Inter- 
nal Medicine; died in Cedars of Lebanon Hospital, Los Angeles, 
June 4, aged 67. 

Roy Biggs Henline ® New York; born in Kearney, Neb., 
June 21, 1894; Northwestern University Medical School, Chicago, 
1920; specialist certified by the American Board of Urology; 
member of the American Urological Association; fellow of the 
American College of Surgeons and the New York Academy of 
Medicine; member of the House of Delegates of the American 
Medical Association in 1943 and from 1945 through 1948; past 
president of the New York County Medical Society; served 
during World War I; on the staff of the Medical Arts Center 
Hospital ; director of urology at Sydenham Hospital; consultant 
in urology at St. Luke’s Hospital, Newburgh, Yonkers (N. Y.) 
Generai Hospital and Mount Vernon (N. Y.) Hospital; attend- 
ing surgeon to the James Buchanan Brady Foundation at New 
York Hospital, where he died May 23, aged 54, of arterio- 
sclerotic heart disease. 

John J. Sippy @ Stockton, Calif.; born in Venice, IIL, 
July 13, 1879; St. Louis College of Physicians and Surgeons, 
1899 ; associate clinical professor of public health and preventive 
medicine, emeritus, Stanford University School of Medicine, San 
Francisco; past president of San*Joaquin County Medical 
Society; member and past president of the American Public 
Health Association; formerly secretary of the Kansas State 
Health Officers Association; while practicing in Belle Plaine, 
Kan., served as part time public health officer of Sumner 
County ; at one time epidemiologist for the Kansas State Health 
Department; formerly director of child welfare and epidemi- 
ologist for the Montana State Board of Health; died March 15, 
aged 69. 


Eli Herr Long, Buffalo; born in Clarence, N. Y., July 24, 
1860; University of Buffalo School of Medicine, 1882: joined 
the faculty of the University of Buffalo, where he became pro- 
fessor of materia medica and therapeutics and later professor 
emeritus, in the school of medicine, professor of materia medica 
in the school of pharmacy and professor of materia medica and 
therapeutics in the school of dentistry ; member of the American 

ical Association; past president of the Association of Amer- 
ican Medical Colleges : for many years affiliated with the 
Buffalo General Hospital ; author of four editions of Dental 
_ Materia Medica, Therapeutics and Prescription Writing and 
others; died May 31, 

Clarence Franklin "Ball, Rutland, Vt.; born in 1878; 
American Medical Missionary College, Battle Creek, Mich., 
and Chicago, 1902; past president of the Vermont State Medical 
Society; member of the American Medical Association; spe- 
cialist certified by the American Board of Radiology; member 
of the American Roentgen Ray Society and the American 
Radium Society; fellow of the American College of Radiology 
and American College of Surgeons; founder of the Vermont 
Cancer Commission, of which he had been president; affiliated 
with Rutland Hospital, where he died May 15, aged 71, of 
embolism. 

James G. Deumene, Ballinger, Texas; born in Covington 
Feb. 28, 1874; Medical Department of Tulane University of 
Louisiana, New Orleans, 1898; member of the American Med- 
ical Association; formerly secretary and president of Runnels 
County Medical Society and of the Fourth District Medical 
Society ; served as city health officer, as local surgeon for the 
Missouri-Kansas-Texas Railway and the Santa Fe and Abilene 
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Southern Railroad; formerly vice president of the First 
National Bank; died in a local hospital March 2, aged 75, of 
hypertension and cerebral hemorrhage. 

Karl Winfield Ney ® Stuart, Fla.; born in Franklin, Ind., 
Aug. 1, 1882; Louisville and Hospital "Medical College, Louis- 
ville, Ky., 1908 ; formerly dean and professor of neurosurgery at 
the New York Polyclinic Medical School and Hospital and 
clinical professor of neurosurgery at the New York Medical 
College and Flower Hospital in New York; served overseas 
during World War I; at one time affiliated with the Presby- 
terian Hospital in New Orleans; formerly director of neuro- 
surgery at the Neurological Institute of New York; died May 

, age 

John Adolph Bacher ®@ San Francisco; Harvard Medical 
School, Boston, 1911; Associate Fellow of the American Med- 
ical Association ; clinical professor of surgery, emeritus (oto- 
rhinolaryngology), Stanford University School of Medicine; 
specialist certified by the American Board of Otolaryngology ; 
formerly practiced in San Jose, Calif., where he was bacteri- 
ologist tor the city board of health and secretary of Santa Clara 
County Medical Society; died April 10, aged 72, of carcinoma. 

Fred Daniel Baty, Ruth, Nev.; University of Kansas 
School of Medicine, Kansas City, 1940 ; member of the Kansas 
Medical Society; died May 8, aged 42. 

Edgar Randolph Beckley, Washington, D. C.; Howard 
University College of Medicine, Washington, 1897; died in 
Freedmen’s Hospital May 19, aged 76. 

Karl Marx Bonoff ® Los Angeles; College of Physicians 
and Surgeons, Los Angeles, 1914; specialist certified by the 
American Board of Radiology ; member of the American Roent- 
gen Ray Society, Radiological Society of North America and 
the American College of Radiology; served during World 
War I; died May 10, aged 57, of injuries received in an auto- 
mobile accident. 

William Benjamin Borden ® Colonel, U. S. Army, retired, 
Wayne, Pa.; University of Maryland School of Medicine, 
Baltimore, 1906; fellow of the American College of Surgeons; 
entered the medical corps of the U. S. Army as a first lieutenant 
in 1913; served during World War I; promoted through the 
various ranks to that of colonel on May 23, 1939; retired on 
Jan. 31, 1943, for disability in line of duty; died in V alley Forge 
General Hospital, Phoenixville, Pa., May 15, aged 69, of meta- 
static carcinoma. 

Jacob Harold Chalat © Detroit; University of Michigan 
Medical School, Ann Arbor, 1917; served during World War I; 
charter member of the American Diabetes Association; died in 
Harper Hospital May 12, aged 61, of coronary sclerosis. 

Samuel Lee Cline, Live Oak, Calif.; Kentucky School of 
Medicine, Louisville, 1908; died May 20, aged 76, of cerebral 
hemorrhage. 

David Leonard Cohen ®@ New York; University and Belle- 
vue Hospital Medical College, New York, 1930; specialist certi- 
fied by the American Board of Urology; served during World 
War II; en the staffs of the Montefiore and Beth Israel hos- 
pitals; died in Park East Hospital June 1, aged 47. 


Sidney Beeson Conger © Wilmette, Ill. ; Chicago College of 
Medicine and Surgery, 1914; served during World War I; died 
in Wesley Memorial Hospital, Chicago, May 29, aged 59, of 
carcinomatosis. 

Ernest Crockett, Ashtabula, Ohio; University of Michigan 
Department of Medicine and Surgery, ‘Ann Arbor, 1900; served 
as county coroner; on the staff of Ashtabula General Hospital ; 
died in Massillon May 18, aged 75, of arteriosclerosis. 

Avac Cutujian, Frederick, Md.; Long Island College Hos- 
pital, Brooklyn, 1893; died in Frederick Memorial Hospital 
May 16, aged 88. 

Velpeau C. Dail, Knoxville, Tenn.; Tennessee Medical 
College, Knoxville, 1891; member of the American Medical 
Association; died in Fort Sanders Hospital May 16, aged 77. 

John B. Dalton, Graysville, Ga.; Atlanta College of Physi- 
cians and Surgeons, 1899; died’ April 23, aged 79. 

Don Favorite Deeter ® Troy, Ohio; University of Cincin- 
nati College of Medicine, 1925; also a graduate in pharmacy ; 
served during World War I; affiliated with Stouder Memorial 
Hospital, where he died May 20, aged 52, of coronary 
thrombosis. 

John E. Dusseldorf, New York; Long Island College 
Hospital, Brooklyn, 1887; member of the American Medical 
Association; died May 23, aged 86. 

Homer Richard Evans, San Bernardino, Calif.; California 
Eclectic Medical College, Los Angeles, 1913; served during 
World War I; died April 13, aged 67. 
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Richard Fleischer ® New York; Friedrich-Alexanders- 
Universitat Medizinische Fakultat, Erlangen, Bavaria, Germany, 
1916; affiliated with the Beth Israel Hospital, Hospital for Joint 
Diseases and Mount Sinai Hospital, where he died May 8, 
aged 58 

George William Funck, Englewood, Fla.; Rush Medical 
College, Chicago, 1903; died May 19, aged 72. 

Walter Edward Futrelle, Chillicothe, Ohio; 
Medical College of Philadelphia, 1921; member of the Amer- 
ican Psychiatric Association; served during World War I and 
II; since 1931 affiliated with the Veterans Administration ; chief, 
professional services, Veterans Administration Hospital, where 
he died recently, aged 60, of coronary thrombosis. 

Walter Fitzgerald Hartman @ Richmond, Va.; University 
of Virginia Department of Medicine, Charlottesville, 1889; 
Bellevue Hospital Medical College, New York, 1890; an Associ- 
ate Fellow of the American Medical Association; past president 
and secretary of the Augusta County Medical Society; served 
during World War I; died April 8, aged 84 

John Martin Hayek, Des Moines; State University of Iowa 
College of Medicine, lowa City, 1926; member of the Americar 
Medical Association; for many years director of the division 
of maternal and child health, lowa State Health Department ; 
died in Iowa Methodist Hospital! May 24, aged 47, of cerebral 
hemorrhage. 

Richard Gainsforth James, Detroit; Detroit College of 
Medicine, 1904; member of the American Medical Association ; 
served during World War I; died in Linden Beach, Ontario, 
Canada, May 29, aged 66 

Malcolm Benjamin Jernberg, Hollywood, Miss.; Univer- 
sity of Louisville (Ky.) Medical Department, 1911; member of 
the American Medical Association; died in Methodist Hospital, 
Memphis, Tenn., May 18, aged 61. 

Thomas Robert Kennedy @ St. Louis; St. Louis Univer- 
sity School of Medicine, 1919; on the staff of St. John’s Hos- 
pital; died in the Mayo Clinic, Rochester, Minn., May 23, 
aged 51. 

Morris John Kotler @ San Diego, Calif.; Washington 
University School of Medicine, St. Louis, 1928; served during 
World War II; died May 23, aged 49. 

Edward Henry Krueger @ Denver; Bennett Medical Col- 
lege, Chicago, 1912; affiliated with St. Anthony’s, Presbyterian 
and Samaritan hospitals; formerly member of the state athletic 
commission; died May 19, aged . 

Oran Robert Lasater @ Ballinger, Texas; University of 
Texas School of Medicine, Galveston, 1918; formerly secretary 
and president of the Runnels County Medical Society; served 
during World War I; died March 11, aged 60, of coronary 
embolism. 

William W. Lathrop, Jackson, Mich.; University of Mich- 
igan Department of Medicine and Surgery, Ann Arbor, 1884; 
member of the American Medical Association; died May 7, 
aged 87. 

Anthony Joseph Manzella, Buffalo; University of Buffalo 
School of Medicine, 1927; director of the division of com- 
municable diseases, county health department; served as deputy 
city health commissioner and director of the division of commu- 
nicable diseases for the city health department; died February 
24, aged 48 

Lovina Ruth Merritt Miller @ Sanitarium, Calif.; Amer- 
ican Medical Missionary College, Battle Creek, Mich., and 
Chicago, 1901; served on the staff of St. Helena Sanitarium 
and Hospital; died in April, aged 75. 

Louis Amandas Mueller, Chicago; Rush Medical College, 
Chicago, 1899; died June 4, aged 75, of arteriosclerosis and 

paralysis agitans. 

Thomas J. Murray © New London, Conn.; University of 
Maryland School of Medicine, Baltimore, 1910; past president 
of the New London County Medical Society ; on the staff of 
Lawrence and Memorial Associated Hospitals; died April 16, 
aged 63, of hemorrhage from esophageal varices. 

Joseph Eugene Nelson, Cambridge, Mass.; Jefferson Med- 
ical College of Philadelphia, 1945; certified by the National 
Board of Medical Examiners ; associated with the Massachusetts 
Institute of Technology ; killed May 22, aged 26, in an airplane 
crash near Pine Plains, N. Y. 

Charles Russell Nutt, Plymouth, Wis.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1894; died 
in St. Nicholas Hospital, Sheboygan, March 31, aged 83, of 
chronic myocarditis and hypertrophy of the prostate. 
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Romuald Othello Ostrowski ® Hammond, Ind.; College 
of Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1908; received the Silver Beaver 
award for his work with the Boy Scouts; died June 3, aged 68, 
of coronary thrombosis. 


Clara Fogle Palmer, McAlester, Okla.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1903; died April 21, aged 76, of cancer 
of the gastrointestinal tract. 


Charles Burton Popplestone, Fairfield, Me.; Daihousie 
University Faculty of Medicine, Halifax, Nova Scotia, Canada, 
1924; member of the American Medical Association; past pres- 
ident of the Knox County Medical Society; superintendent of 
the Central Maine Tuberculosis Sanatorium; killed March 30, 
aged 47, when his automobile was struck by a train. 


Henry Bradford Powell, Ocean Springs, Miss.; Victoria 
University Medical Department, Coburg, Ontario, Canada, 1892; 
served in the Spanish-American War and World War I; died 
in Gulfport, May 30, aged 83. 


Karl Ferdinand Marius Sandberg, Chicago; Kongelige 
Frederiks Universitet Medisinske Fakultet, Oslo, Norway, 1881 ; 
member of the American Medical Association; died June 4, 
aged 93, of coronary occlusion and chronic nephritis. 


William Dennis Scanlan, Brooklyn; Long Island College 
Hospital, Brooklyn, 1907; member of the American Medical 
Association ; on the staff of the Samaritan Hospital; died May 
29, aged 68, of carcinoma of the stomach. 


Urban A. Schlueter @ Milwaukee; Milwaukee Medical 
College, 1912; member of the American Association of Indus- 
trial Physicians and Surgeons; past president and secretary 
of the Medical Society of Milwaukee County; formerly police 
surgeon; for many years on the staff of St. Luke’s Hospital, 
where he died May 21, aged 59, of an internal hemorrhage. 


Gifford DeAlton Seitz, Portland, Ore.; University of Ore- 
gon Medica! School, Portland, 1932; member of the American 
Medical Association ; specialist certified by the American Board 
of Obstetrics and Gynecology : clinical instructor of obstetrics 
and gynecology at his alma mater; on the staff of St. Vincent's 
Hospital; died May 27, aged 41, of coronary thrombosis. 


Mathew McKnight Shaw, Madrid, lowa; Drake University 
College of Medicine, Des Moines, 1904; member of the Amer- 
ican Medical Association; past president of the Boone County 
Medical Society; died May 16, aged 73. 


John Joseph Shea, New York; University of the City of 
New York Medical Department, 1891; died in St. Vincent's 
Hospital May 29, aged 81. 

Jacob Silver, New York; Fordham University School of 
pore New York, 1918; died in Boston recently, aged 55, of 
embolism, 


William J. Stribling, Philadelphia, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1900; for many years county health 
officer; director of the Citizens Bank; died May 24, aged 70. 


Glenn George Sweeley, Hughson, Calif.; University of 
Southern California School of Medicine, Los Angeles, 1941; 
member of the American Medical Association; died May 25, 
aged 42. 

Archibald Moltz Wilkins @ Delta, Ohio; Toledo Medical 
College, 1898; past president of the Fulton County Medical 
Society; veteran of the Spanish-American War, Philippine 
Iusurrection and World War [; on the staff of the DeEtte 
Harrison Detwiler Memorial Hospital, Wauseon; died March 
29, aged 74, of coronary thrombosis. 


DIED WHILE IN MILITARY SERVICE 


Richard Ray Dalrymple, Englewood, N. J.; Jeffer- 
son Medical College of Philadelphia, 1920; member of the 
American Medical Association and of the State Medical 
Society of Wisconsin; interned at St. Vincent's Hospital 
in Erie, Pa.; began active duty as a major in the medical 
corps, Army of the United States, on Sept. 1, 1942; died 
in the Walter Reed General Hospital, Washington, D. C., 
Oct. 19, 1947, aged 56, of tuberculosis. 

Alvin Jay Meyer, New York; University of Penn- 
sylvania School of Medicine, Philadelphia, 1945; interned 
at Lenox Hill Hospital; entered the medical corps, Army 
of the United States, with the rank of first lieuteriant on 
April 25, 1946; promoted to captain; died in Honshu, 
Japan, Nov. 9, ‘1947, aged 25. 
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ITALY 
(From Our Regular Correspondent) 
FLoRENCE, May 31, 1949, 


Optokinetic Nystagmus 

Dr. L. Cojazzi and Dr. O. Sala of Padua presented to the 
National Congress of Oto-Neuro-Ophthalmology an interesting 
report on the value of optokinetic nystagmus in the central 
vestibular syndromes. 

Up to now some noteworthy results of a clinical character 
have been obtained in the course of physiologic and clinical 
investigations which have been carried out recently by the 
authors with regard to the difficult problem of the relationship 
interfering with the optokinetic and vestibular nystagmus induced 
in men in various conditions. 

Starting from previous observations which confirmed con- 
stantly the fact that optokinetic nystagmus inhibits vestibular 
caloric nystagmus of opposite direction elicited with Weits’ 
technic, the speakers have been able to demonstrate in a large 
series of patients these facts: 

1. In persons who are normal from the oto-neuro-ophthalmo- 
logic point of view, a caloric stimulation, much more intense 
than that obtainable with Weits’ technic, may induce a pro- 
nounced and prolonged nystagmus, which, however, may be 
inhibited always by a simultaneously provoked optokinetic 
nystagmus. For this phenomenon the term “peripheral, instru- 
mental hyperreflexia” was coined. 

2. Such inhibition on the part of the optokinetic nystagmus 
may be observed likewise in persons who present a pathologic 
peripheral hyperreflexia resulting from a “standard” caloric 
stimulus (method by Weits). 

3. In patients, on the contrary, who presented a hyperreflexia 
on standard caloric stimulation of purely central origin through 
suffering of the supranuclear vestibular tracts, the optokinetic 
nystagmus was not of such degree as to inhibit the provoked 
nystagmus. 

4. In some patients who presented spontaneous ocular nys- 
tagmus, the speakers studied the behavior of the optokinetic 
nystagmus with the aim to observe whether it might be possible 
to obtain a reliable element for differentiating the vestibular 
or extravestibular origin of a spontaneous nystagmus. 

But in these cases the optokinetic nystagmus did not give 
constant results. Therefore the speakers stated that its behavior 
may not have an absolute differential value. 


Treatment of Gastroduodenal Ulcers 

At the Second Interregional Congress of Medicine and Sur- 
gery held in Lecce, the problem of gastroduodenal ulcers was 
discussed extensively; three reports—one medical, one surgical 
and one roentgenologic—were presented. 

The medical report was presented by Professor Di Guglielmo; 
after a rapid summary of the principal modern methods of 
medical treatment of ulcer disease, he established some funda- 
mental concepts concerning uncomplicated ulcers as follows: 

1. Although there does not exist at present a single specific 
cure, we have at our disposal a complex of therapeutic procedures 
by which one may succeed through various mechanisms to 
influence the numerous pathogenetic factors of gastroduodenal 
ulcers by suppressing or attenuating their noxious action. 

2. Early diagnosis and perseverance in the application of 
hygienic, dietetic and pharmacologic norms lead to major suc- 
cesses with medical treatment. 

3. Prevention of recurrences requires intervention in the pro- 
dromal phase, which may be manifested by neuromuscular 
symptoms several weeks before the reappearance of pain. The 
most important of these symptoms are fatigue, incapacity of 
concentration and bad mood in the early hours of the day; 
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waking up at 3 or 4 o'clock in the morning represents an 
unusual fact in these persons who usually have slept normally 
and regularly. The neuromuscular symptoms subside with the 
administration of alkaloids of belladonna combined with pheno-_ 
barbital (luminal®) ; in this stage of the disease the results of 
treatment are excellent. 

4. Hormone treatment has not yet reached a point to yield 
therapeutic results, which could be expected on the basis of 
physiopathologic premises and experimental research. 

5. Among the various methods of treatment actually practiced, 
some are based on the now indisputable physiologic concept that 
the vagus nerves are responsible for the excess in hyperacid 
gastric juice which may be observed in the empty stomach of 
patients with ulcer. Professor Di Guglielmo concluded that 
the facts reported by him represent the basis on which physicians 
and surgeons who in the past followed absolutely opposite routes, 
may meet one another in cooperative work which has as its 
aim to suppress the noxious action of the vagus nerves by 
medical and successively by surgical methods. 

The surgical report was presented by Professor Palma who 
discussed the various methods of intervention for the surgical 
treatment of gastroduodenal ulcers. The speaker emphasized 
that one does not yet know well the effect of vagotomy on the 
function of the pancreas, liver, gallbladder, intestines, kidneys 
and adrenals. The possibility of aggravating the arterial hyper- 
tension has been mentioned. At present, with the exception 
of the cases of recurrence of ulcer, one cannot say that the 
results obtained with vagotomy are such that this method should 
be preferred to any other type of surgical treatment. Con- 
sidering the multiple disturbances which had been observed in 
a certain percentage of cases, one would be rather induced to 
share the opinion of Deryl Hart’s, who stated that from the 
functional point of view vagotomy may turn out to be more 
mutilating than resection and the resulting advantages may not 
compensate for the occasional complications. 

Among the palliative interventions, in spite of today’s wide 
use of resection, the gastroenterostomy has an incontestable place 
in the treatment of gastroduodenal ulcers, particularly in those 
cases in which, because of general and local conditions, a radical 
operation is not feasible. 

Today extensive resection may be considered as the method 
of choice for surgical treatment of gastroduodenal ulcer. It is 
true that it does not correspond with the qualifications of causal 
therapy, but there is no doubt that by removal, in addition to 
the ulcerous focus, of a good part of the source of production 
of the acid secretion of the stomach it determines a state of 
achlorhydria, which is an undispensable condition for prevention 
of recurrences. 

In discussing the medical treatment of perforated ulcer, the 
speaker emphasized that the experience is still too limited for 
definite judgment. Concerning surgical treatment, simple suture 
with omentopexy presents an intervention which is sufficient to 
save the life of the patient but does not present a remedy against 
occasional complications (hemorrhage, perforation). The resec- 
tion, on the contrary, offers a remedy against perforation and 
at the same time a cure of the causal disease. The speaker does 
not recommend general performance of resection in all the 
cases of perforating ulcer, but he affirms that resection may 
yield excellent results in the hands of experts, when limited 
to patients of not too advanced age who are seen early (from 
the sixth to the ninth or at the most the twelfth hour after the 
perforation) and whose general condition is satisfactory. 

Hemorrhagic ulcer formed the last subject dealt with by the 
speaker. As long as there is only moderate hemorrhage, it does 
not impair the efficiency of the organism and may be com- 
pensated for by the protein hematic reserves of the organism. 
In these cases, particularly if the condition oceurs for the first 
time in young persons and in persons without previous gastric 
disturbances, medical treatment should be practiced. 
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On the contrary, when one has to deal with patients over 40 
years, with previous gastric disturbances for many years, with 
evacuation of blood and in whom considerable hemorrhages 
recur, precocious intervention seems advisable, which will give 
better results than that performed in a later period when toxic 
factors may be associated with the anemia thus increasing the 
operative risk. 

The roentgenologic report was presented by Dr. Calabrese 
who used many roentgenograms in discussing the development 
and the structural consequences of gastroduodenal ulcer. 


Treatment of Liver Disease with Lipotropic 
Substances 


At the Medical Society of Naples Dr. F. Cutillo reported the 
results obtained by him in 8 cases of diseases of the liver treated 
for fifteen days with the pancreatic antifatty liver factor pre- 
pared according to the technic of Entenman, Montgomery and 
Chaikoff. 

In addition to the usual tests of hepatic function, the protein 
content was ascertained every five days during the entire 
duration of the treatment and five days after treatment was 
discontinued. 

The level of protein proved to be an optimum test of hepatic 
function, and in those cases in which restoration of the protein 
values to normal has been verified the therapeutic results from 
use of the antifatty liver factor were definitely verifiable in the 
clinical manifestations as well as in the other functional tests. 
In cases in which the protein values remained unchanged, there 
were no other signs of improvement. 

The speaker closed his report by emphasizing that the data 
of the protein picture maintain all their value as an expression 
of hepatic function when the liver is compromised clinically and 
that in some cases the restoration or the lack of restoration of 
the protein ratio to normal may represent a prognostic sign of 
great usefulness. 

COPENHAGEN 
(From Our Regular Correspondent) 
June 11, 1949, 


Denmark’s Infant Mortality 


The outer world seems to think that we Scandinavians are 
one big family with much the same medical problems and 
achievements whether the country in question is Denmark, 
Norway or Sweden. To be sure, we all have a high public 
health standard, and our vital statistics are a source of gratifi- 
cation to ourselves and, we modestly hope, a source of inspira- 
tion to our neighbors. But when we take stock of ourselves 
in some detail, we find from time to time that progress in 
medicine has not been equally effective in these three countries. 
Infant mortality illustrates this point rather well. In 1947 the 
infant mortality in Denmark was 4 per cent, whereas in Sweden 
it was only 2.5 per cent. In other words, Sweden could share 
with New Zealand the claim to being the country with the 
lowest infant mortality in the world, while Denmark had to 
concede pride of place in this respect to such countries as 
Holland, Switzerland and Norway. Substantial consolation is, 
however, to be found in the fact that Denmark’s infant mor- 
tality was as high as 13.4 per cent as recently as 1901. Since 
then there has been a rather jerky fall; in the period 1920-1930 
there was hardly any fall whatever. The fall since 1901 has 
largely been due to a higher standard of living and, of late 
years, to a more effective treatment of bronchopneumonia. 
When BCG vaccination has become fully established we may 
expect a further fall owing to the elimination of the score of 
deaths still due to tuberculosis in infancy every year. 

But how can we indulge in any self complacency as long as 
our own infant mortality is so much higher than that of 
Sweden? Dr. P. Hertz of Copenhagen has recently discussed 
this problem. His most important point turns on breast feed- 
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ing, which is practiced much more conscientiously in Sweden. 
Another of his points is that infant welfare as a discipline has 
been given much greater prominence in Sweden, where pediat- 
rics has been a subject for the examination of medical students 
since 1845. In Denmark, on the other hand, it was not till 
1939 that this subject was allowed to rank as high as medicine 
and surgery in the medical curriculum. In this respect Norway 
has held an intermediate position, having adopted pediatrics as 
an independent discipline in 1893. 


The Wassermann Testing of Pregnant Women 

The law of Oct. 1, 1945 (no. 472), concerned with the hygiene 
of pregnancy, provided for the routine Wassermann testing of 
the blood early in pregnancy. Now, with a perspective of some 
three years, it is possible to take stock of this measure and to 
form an approximate estimate of its effectiveness. It is prob- 
able that about 80 per cent of all the pregnant women in 
Denmark are now given the benefits of this test. But to what 
extent is it undertaken early enough in pregnancy to be an 
effective guide to the prevention of congenital syphilis? Dr. 
P. Wiingaard has lately published the results of an inquiry into 
this matter undertaken by the State Serum Institute in Copen- 
thagen, to which all blood samples are sent. The inquiry showed 
that at the beginning of the fifth month of pregnancy only 
55.7 per cent of the samples had been taken. The remaining 
44.3 per cent were taken during or after the fifth month of 
pregnancy. In as high a proportion as 17.1 per cent (corre- - 
sponding to 12,000 pregnancies yearly) the samples were not 
taken till the seventh, eighth or ninth month of pregnancy. At 
so late a stage of pregnancy the prospects of preventing con- 
genital syphilis, based on a positive Wassermann reaction, are 
meager. Dr. Wiingaard suggests that a well sustained educa- 
tional campaign is the best measure for reform in this field. 
The prospects for it are the brighter for the fact that Danish 
expectant mothers have shown themselves intelligently appre- 
ciative of the benefits conferred on them by the new law. 


Every Third Patient a Mental Case? 

We have of late got into the way of saying with axiomatic 
pedantry that in general practice every third patient is more 
or less a mental case. But what carefully analyzed statistical 
investigations exist in support of this claim? The Danish 
psychiatrist, Dr. H. I. Schou, who is in charge of the Dianalund 
Hospital, has lately set out to verify this claim by securing 
the cooperation of eight medical practitioners in Odense. They 
have undertaken to keep a record during 1949 of all their 
patients with regard to the part played by the mental or psychic 
factor. They have promised to keep special records of their 
cases of neurasthenia “nervosismus,” neurosis, hysteria, mental 
depression and psychopathia. They note (1) whether these con- 
ditions constitute the main or a side issue, (2) the duration of 
the treatment received under ambulant conditions as well as 
of unemployment, (3) the cost of drugs and loss of earnings 
and (4) the relative number of such patients according as they 
are or are not given resident treatment in a hospital. 

Realizing that this local investigation may be insufficient for 
his purpose, and that conditions are not the same in town and 
country and that the interest a doctor takes in psychiatry may 
greatly affect the composition of his sick list, Dr. Schou has 
issued an appeal to doctors all over Denmark to join in this 
scheme of research for a year. It is hoped by this means to 
check the accuracy of the statement that there are at present 
150,000 cases of neurosis in Denmark. Dr. Schou has already 
sought to ascertain the number of patients receiving hospital 
treatment and pecuniary compensation for neuroses in 1944 
and 1946, and his findings will shortly be published. If he can 
secure sufficient cooperation in his scheme for the investigation 
of the amount of ambulant treatment devoted to neuroses, we 
should have a fairly complete picture of both the ambulant and 
the hospital treatment of mental patients in Denmark. 


974 


Correspondence 


MEDICAL PRACTICE IN TURKEY 


To the Editor:—Recently I spent a vacation investigating 
the present state of medical practice in Turkey. Having spent 
several years there (1902-1909) at which time native civilian 
medical practice was deplorably lacking in both quality and 
quantity, I wished to learn whether the amazing transformation 
of the social, educational and cultural life of the people, following 
in the wake of the revolution in the early 1920’s was also 
apparent in their medical practice, hospitals and sanitation. 

In general, I found that to be the case. Such physicians as 
Dr. Becet Uz, ex-minister of Turkey’s Department of Health, 
Dr. Kadri Olear and Dr. Siirreyeh Gorduren, all of Ankara, 
the capital, are physicians of a high order of excellence 
devoted to their profession and generous of their time and 
courtesy to the visitor. Dr. Gérduren is an internationally 
known ophthalmologist and is on the corresponding editorial 
staff of the British Journal of Ophthalmology, as 1 learned from 
several reprints which, at my request, he gave me. His office 
equipment included all that one could desire, of German, 
English and American manufacture. 

He has somewhat of a preference for intracapsular cataract 
extraction and showed me several cases, also a case of anthrax 
of the eye. Anthrax is not uncommon in Turkey and, I was 
told, responds well to penicillin therapy. Trachoma is plentiful 
but less so than formerly because of better sanitation. Formerly 
a large proportion of the population was afflicted by it and 
most cases of blindness were due to it. The university I found 
modern and interesting. The archeologic collections of Hittite 
origin are probably unrivaled anywhere, which is to be expected, 
for Ankara is near the center of that ancient kingdom. 

At Erzerum I found Dr. Rivki, head of the local health 
department, cordial and tireless in showing me’ his hospital and 
equipment. In addition to the civilian there is also a new 
military hospital, modern in appearance, befitting the military 
importance of the city. 

Returning by plane to Istanbul, I found it more difficult to 
contact the faculty members of the medical school, as it was 
closed for vacation; but I met Dr. Negit Ferit, formerly pro- 
fessor of chemistry and found he has been much in America 
and has a perfect and idiomatic command of English. His 
present activities include chemical manufacturing, a field of 
development much needed in Turkey, especially in the realm 
of medicine. 

Turning to foreign hospitals, which for the most part are 
American, one may mention as the two largest the one in 
Aintab (now Gaziantep) established by Dr. Shepard the elder, 
and that more recently started by his son, Dr. Lorrin Shepard 
in Istanbul. The latter is known as the Admiral Bristol Hos- 
pital—a tribute to him personally who was greatly esteemed 
by Turks and Americans alike in Istanbul. It is also commonly 
called the American hospital. 

In addition to medical, surgical and special wards, there is a 
nurses’ training school. Housing for the nurses and student 
nurses is inadequate, and a financial campaign for a building 
for them is under way. As planned it will cost nearly $150,000 
and would meet the needs of that part of the hospital for 
many years. I was shown the hospital thoroughly by Dr. 
Shepard and was most favorably impressed by it and by the 
way it is conducted. As to be expected both the Doctor and 
his institution go at peak capacity. He is a member of the 
Istanbul medical society and participates in its activities as 
occasion permits. Professionally he keeps well up to date. 

City and rural sanitation J found still imperfect, but much 
progress has been made; I no longer encountered, as I did years 
ago, midstreet open sewers, food in the shops black with flies, 
universal trachoma and pavements sometimes festooned with 
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Ascaris lumbricoides. Nor did I deem it necessary to flame 
the native bread with an alcohol lamp before eating it as I did 
in the interior of Turkey years ago. Apparently the populace 
still distrusts the watermains for drinking purposes to some 
degree, for bottled drinking water is everywhere in evidence and 
is paid for as a matter of course. Typhoid is not everywhere 
and always, as formerly; but it is not rare as in America. 
The same can be said of malaria. 

Sulfonamide drugs and penicillin are well known and in gen- 
eral use. In Ankara and Istanbul the health department doctors 
are making good use of descriptive and illustrated charts of 
infectious diseases placed in small “museums of hygiene” in 
parks and pleasure resorts. 


H. L. Unpverwoop, M.D., Portland, Ore. 


ACUTE ARTERIAL INJURIES 


To the Editor:—Although the lateness of the hour barred my 
attempted discussion of Dr. Freeman’s paper on “Acute Arterial 
Injuries” (THe JourNAL, April 23, p. 1125), the alleged injury 
of tissues by refrigeration and especially Dr. de Takats’ asser- 
tion that refrigerated tissues cannot survive should still be 
compared with the following facts: (1) the survival of animals’ 
legs after fifty-four hours (my original experiments) and of 
rats tails after ninety-six hours (Brooks and Duncan) of 
refrigeration without circulation; (2) the healing of stumps 
after the usual refrigeration with a tourniquet for several 
hours, extended in one instance to forty-eight hours (Cross- 
man); (3) the successful reconstruction of a mangled hand after 
packing in ice for two weeks (Nachlas); (4) severed fingers, 
hanging only by a shred of skin, saved with refrigeration for 
several days when they could not be saved otherwise (Crossman, 
Kanaar and others); (5) reduced temperatures for orthopedic 
treatments (Schaubel) and refrigeration anesthesia without a 
tourniquet for orthopedic operations (Gratz) ; (6) Kross’s saving 
of both life and limb in a badly infected burn of a leg by 
several days of radical refrigeration and eleven weeks of more 
moderate cooling; (7) the practical value of refrigeration in 
arterial wounds, demonstrated by: (a) refrigeration of legs 
for two or two and one-half weeks (Mock) or one month 
(Ottaway and Foote) after severance or thrombosis of femoral 
or iliac arteries, with successful subsequent amputation above 
the knee—i. e., far down within the refrigerated region; (b) 
suggestive indications that amputations for arterial occlusion 
below the knee might sometimes be avoided by sufficiently 
prompt use of refrigeration (Bowers) ; (c) Blakemore’s success- 
ful restoration of dogs’ legs after amputation and storage in 
an ice box for twenty-four hours, suggesting that cleanly 
severed human limbs or those with only the arteries destroyed 
may be thus preserved for perhaps several days during trans- 
portation to a suitably equipped hospital. Elsewhere I shall 
discuss further the misconceptions which have resisted the 
weight of facts and which, together with technical faults, 
explain why refrigeration has not yet been properly appreciated 
and used in a single large surgical clinic. Particular stress 
should be placed on the unique ability of cold to control simul- 
taneously pain, shock, infection and tissue devitalization in 
various major traumatisms, on the saving of more tissue 
in burns than by any other treatment and on similar benefits in 
limb embolisms, including an unprecedented lengthening of the 
time limits for successful embolectomy. 


FrepericK M. ALLEN, M.D., New York. 


To the Editor:—Dr. Frederick M. Allen’s great contribution 
toward the proper management of suddenly or gradually devita- 
lized limbs lies in his insistence on the deleterious effects oi 
increased temperatures on the viability of ischemic extremities. 
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Daily one encounters heat cradles, hot water bottles and electric 
pads applied after occlusion of arterial circulation. These mea- 
sures accelerate gangrene and often necessitate amputation 
which could have been avoided. 

It is also true that the ischemic, pregangrenous or frankly 
gangrenous extremity, when packed in ice, will become pain- 
less; absorption from such extremities is slowed or interrupted, 
as evidenced by the drop in the patient’s temperature. As 
pointed out in my discussion, this is a valuable procedure, 
allowing the surgeon time to control the patient’s diabetic 
status, his depletion of blood or electrolytes. Where I thor- 
oughly disagree with Dr. Allen is in his advocacy of using 
refrigeration as anesthesia for amputation and for maintaining 
refrigeration around extremities which may still be viable. 

My discussion of course was of Dr. Freeman’s paper and 
not of Dr. Allen’s method of refrigeration. Dr. Allen has 
repeatedly and forcefully expressed himself on the subject and 
marshalled the evidence contained in his present letter. Part 
of the evidence is not germane to the present discussion, since 
it is sufficiently known that well vascularized organs or parts 
may be kept for many hours or days in suspended animation 
with a depressed metabolism and decreased oxygen requirement. 
Even here the increased capillary permeability and plasma 
exudation following the termination of the exposure to cold 
produces the immersion limb syndrome, the deleterious late 
effects of which are sufficiently known. The immersion limb 
with its neuropathy, its muscle and connective tissue fibrosis, 
its vasomotor changes, represents one of the most intractable 
sequelae to prolonged exposure to cold. The affected soldiers 
and sailors had no previous impairment of circulation. 

When we are dealing, however, with ischemic extremities, 
which was the topic of discussion, the vascular and nerve 
damage is obviously of increased severity. Dr. Allen quotes 
the experiments of Brooks and Duncan, whose conclusions 
really pointed to a deterioration of viability when the refrigera- 
tion was removed. He has ignored the studies of Large and 
Heinbecker and Bruneau and Heinbecker (Ann. Surg. 120: 707- 
715, 715-726, 726-741 [Nov.] 1944), who showed that refrigera- 
tion delays wound healing and decreases the power of 
resistance of tissues to bacterial invasion. In the dog, after 
cooling to 6 C. the subcutaneous tissue failed to show the 
inflammatory response usually elicited by inoculation with 
hemolytic streptococci; however, after cooling had been stopped, 
definite harmful effects were noted. Also during the cooling 
period, there was no reaction on the part of the tissues to the 
trauma of an incision and subsequently there was a definite 
lag in wound healing. Finally, nerve degeneration was obvious 
in limbs of the experimental animal cooled at 6 C. for ninety-six 
hours. Their careful experimental and clinical observations 
should definitely serve as a warning against the use of chilling 
as a procedure for anesthesia. Adding the tourniquet to the 
chilling, which seems part of the procedure, is also objection- 
able, not only from the standpoint of circulation but because 
of the danger of tourniquet paralysis. You only have to have 
one tourniquet paralysis never to forget it. 

There is nothing simpler than to wrap an ischemic extremity 
in cotton from toes to midthigh, maintaining body temperature 
and preventing heat loss by evaporation. It is quite possible 
that special apparatus, delivering an environment of 60 to 65 F 
might be occasionally useful. But the chilling of the extremity 
to 40 F. (5 C.), which Dr. Allen has postulated in his writings 
and defended with such vigor and skill, is definitely injurious 
when applied for severai hours and days to an_ ischemic 
extremity; such extremities may have survived this injury due 
to chilling not because of it, but in spite of it. 


Geza ve Takats, M.D., Chicago. 
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EXPERIMENTAL FEEDING OF PROTEINS 


To the Editor:—In the editorial on Nutritive Value of Pro- 
teins in the January 29 issue of THe JouRNAL, page 311, experi- 
ments are cited in which intact proteins were — with 
a free amino acid (cysteine). 

At the American Medical Association Convention, in Atlantic 
City in June 1947, Dr. Paul Cannon described experiments on 
the utilization of a solution of a biologically adequate mixture 
of amino acids. When one of the essential amino acids was 
removed from the mixture and given one, two or four hours 
subsequent to administration of the balance of the mixture, 
utilization was impaired and negative nitrogen balance occurred. 
Dr. Cannon concluded that amino acids are available for utili- 
zation for not more than an hour or two after their introduction 
into the blood stream. 

An abstract (Kuiken, K. A., Lyman, C. M.: Availability of 
Amino Acids in Some Foods, J. Nutrition 36: 359 [Sept.] 1948) 
which appeared in the January 22 issue of THE JOURNAL, page 
260, emphasizes this point more strongly: “The ultimate syn- 
thesis of body protein from the amino acids made available 
through digestion and absorption is dependent on a third factor, 
namely, the simultaneous appearance in the blood stream of 
each of the essential amino acids in suitable proportions. Pro- 
tein synthesis does not occur unless a complete mixture of the 
essential amino acids is present at one time.” 

Free amino acids are crystalloids, and abundant evidence 
attests to the fact that they are absorbed from the gastro- 
intestinal tract at a rate comparable to that of ‘dextrose. 

When cysteine is fed with an intact protein, it may well be 
expected that it will be absorbed and largely deaminated several 
hours before completion of the absorption of the amino acid 
released on digestion of the protein. 

Would it not appear that the foregoing factors should be 
given adequate consideration (1) in conducting tests of the 
nature described by Dr. Hess and his associates, and (2) in 
arriving at conclusions from such tests in which adequate pro- 
vision is not made to assure simultaneous availability of all 


i ids fed? 
of the amino acids fed Joun F. Sewarp, Pu.G., Detroit. 


ESSENTIAL HYPERTENSION 


To the Editor:—In discussing the article by Wilkins, Freis 
and Stanton, “Essential Hypertension” (J. A. M. A. 140: 261- 
265 [May 21] 1949) Dr. S. K. Robinson quotes me as saying, 
“Ninety per cent of essential hypertension is of nonrenal origin.” 
In the presentation referred to before the Section on Pathology 
and Physiology at the annual meeting of the American Medical 
Association in June 1948, I stated that approximately 10 per cent 
of persons with essential hypertension succumb to renal failure 
(malignant hypertension). I further emphasized that essential 
hypertension is probably a generic classification and that current 
research on pathogenesis points to neurogenic, renal and endo- 
crine factors, each of which may ultimately delineate a future, 
separate species of hypertension. 

Contrary to Dr. Robinson’s belief, “there will not be much 
progress in hypertension as long as one has the idea that a 
primary disease like hypertension can be produced by a vegeta- 
tive organ like the kidney,” I believe that some of the most 
significant recent progress in our understanding of hypertension 
has been stimulated by the concept that a renal mechanism may 
be operative in essential hypertension. The numerous simi- 
larities between experimental renal (Goldblatt) hypertension and 
essential’ hypertension as seen in many patients do not neces- 
sarily indicate even a partial common pathogenesis but are 
suggestive of this possibility. Moreover, present research by 
others and by our group on the pathogenesis and treatment of 
experimental renal hypertension will lead to a therapy worthy 
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of trial in essential hypertension. Such therapy will afford 
evidence supporting renal pathogenesis in any patients respond- 
ing favorably under carefully controlled conditions. When this 
therapy is available, I predict that some patients will be bene- 
fited in a manner similar to the excellent responses seen in 
our renal hypertensive dogs, but whether these patients will 
constitute 10 per cent, 30 per cent or more of patients with 


essential hypertension remains to be determined. 


Grorce E. WAKERLIN, M.D., Chicago. 


Council on Medical Education 
and Hospitals 


NEW HOSPITALS REGISTERED 
The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical 
Association at its meeting in Atlantic City, June 4, 1949: 


Barber Hospital, Butler, Ala. 

Chickasaw Infirmary, Chickasaw, 
Ala. 

Hamil Clinic-Hospital, Decatur, Ala. 

Blake Manasco Hospital, Haleyville, 


Ala. 
Shelby Clinic-Hospital, Wilsonville, 
Ala 


Grand gag Hospital, Grand Can- 
yon, 

El Sanitarium, Phoe- 
nix, Ariz 

Reid-Barnett Hospital, Arkadelphia, 


Ark. 
Verser Clinic-Hospital, Harrisburg, 
Ark 


Harris Hospital and Clinic, New- 
port, Ark. 

Corcoran Municipal Hospital, Cor- 
coran, Calif. 

Long Beach General Hospital, Long 
Beach, Calif. 

Accadia Sanitarium-Hospital, 
Angeles 

Midway Hospital, Los Angeles 

Rose-Netta Hospital, Los Angeles 

Children’s Convalescent Hospital, 
San Diego, Calif. 

Tracy Community Memorial Hospi- 
tal, Tracy, Calif. 

Glenwood Springs Hospital, 
wood Springs, Colo. 

Wyndover Hospital, Stamford, Conn. 

Hernando County Hospital, Brooks- 
ville, Fla 

Kissimmee 
Fla. 

Page and Fowler Private Hospital, 
Orlando, Fla. 

Memorial Hospital, 
Fla 


Los 


Glen- 


Hospital, Kissimmee, 


Panama City, 


Municipal Hospital, Port St. Joe, 

Hutchins Memorial Hospital, Bu- 
ford, Ga. 

Chamblee Hospital, Chamblee, Ga. 

Arrendale Hospital, Cornelia, Ga. 

Heard County Memorial Hospital, 
Franklin, Ga. 

Atkinson ee Hospital, Wood- 
bine, 

Hazlecrest General Hospital, Hazle- 
crest, 

Maple “oo Nursing Home, Ma- 
com 

Jefferson County Hospital, 
Vernon, Ill. 

Mahoney Convalescent Home, Peoria, 


Mount 


Xavier Hospital, Dubuque, Iowa 

Hovenden Memorial Hospital, Lau- 
.rens, lowa 

Kingman Hospital, King- 
man, 

Dechairo “Hospital, Westmoreland, 
Kan 

Rosary Hospital, Campbellville, Ky. 

Our Lady of Mercy Hospital, 
Owensboro, Ky. 

Prestonsburg General Hospital, West 
Prestonsburg, 


Jones-McConnell 
Bunkie, La. 

Clinton Infirmary, Clinton, La. 

Caldwell Hospital and Clinic, Co- 
lumbia, La. 

Douglas Clinic and Hospital, De 
Quincy, La 

Sandifer Sanitarium, 
La 


Clinic- Hospital, 


Logansport, 


Legion Memorial Hospital, Newell- 


on, 

Everett-Biggs Clinic Hospital, Oak 
Grove, La. 

Ardoin Sanitarium, Ville Platte, La. 


Children’s Hospital, Hagerstown, 
Md. 
Cranbrook Infirmary, Bloomfield 


Hills, Mich. 
Hynds Convalescent Hospital, Flint, 


ich. 
Mason General Hospital, 
ich. 
Hart Hospital, Monticello, Minn. 
Riverview Memorial Hospital, St. 


Mason, 


Paul 

Leonard Wright Sanatorium, By- 
halia, Miss. 

North Mississippi Hospital, 
Springs, Miss. 

Masonite Hospital, Laurel, Miss. 

Leland City Hospital, Leland, Miss. 

Atwood Hospital, Carrollton, Mo. 

Doctors Hospital, Poplar Bluff, Mo. 

Liberty County Hospital, Chester, 
Mont. 

Community Memorial Hospital, Sid- 
ney, Mont. 

John B. Hospital, 
fish, 

Thayer County Memorial Hospital, 


Holly 


White- 


Community Hospital, 
Wakefield, Neb. 

Warren Hospital, Phillipsburg, N.J. 

Espanola Hospital, Espanola, New 
exico 

St. Ann’s Hospital, Hot Springs, 
. Mex. 

Lehman Hospital, Portales, N. Mex. 

Bensonhurst Nursing Home, Brook- 


yn 

Corinth Hospital, Corinth, N. Y. 

Horace Harding Hospital, Elm- 
hurst, N. Y. 

Brookhaven National Laboratory 
Hospital, Upton, L. I., N. Y. 

State Hospital, Butner, N. C. 

Central Carolina Convalescent Hos- 
pital, Greensboro, N. C. 

Stokes Clinic Hospital, 
Cove, N. C. 


Walnut 


_ Powers Lake Community Hospital, 


owers Lake, N. D. 
Meigs General Hospital, Pomeroy, 
Ohio 
Women’s and Children’s Hospital, 
Chickasha, Okla. 
Northwest Community 
Mooreland, Okla. 
Wheeler Hospital, Wheeler, Ore. 
Woodburn Hospital, Woodburn, Ore. 


Hospital, 


AND LICENSURE 


Hospital, Meshop- 


Tel. Aviv “for Elderly People, Phila- 
delphia 

Eye, Ear, Nose and Throat Center, 
Scranton, Pa. 

Eugenia Memorial Hospital, White- 
marsh, Pa. 

Roberts County Community Hospi- 
tal, Sisseton, S. 

Walter Pyle Clinic Hospital, Frank- 
lin, Tenn. 

Milligan Clinic-Hospital, 
City, Tenn. 

Conger Clinic Hospital, Lexington, 
Ten 


Jefferson 


n. 

Medical Clinic and Hospital, 
Minnville, Tenn. 

Bellaire Hospital, Morristown, Tenn. 

Yarberry Hospital, Sevierville, Tenn. 

Cullen C. Woods Memorial Hospi- 
tal, Waynesboro, Tenn. 

Brooks  Clinic-Hospital, 


Mc- 


Atlanta, 


Texas 
Medical Arts Clinic-Hospital, Big 
Spring, Texas 


Buda Clinic and Hospital, Buda, 
exas 

Castroville Hospital, Castroville, 
exas 


Crane County Memorial Hospital, 
Crane, Texas 

Health Center of Southern Metho- 
dist University, Dallas, Texas 

Oak Lawn Medical and Surgical 
Hospital, Dallas, Texas 

Wilkinson Hospital and Clinic, Dal- 
las, Texas 

Freestone County Cooperative Hos- 
pital, Fairfield, Texas 

Mercy Memorial Hospital, 
rias, Texas 

J. F. Gipson Hospital, Fort Stock- 
ton, Texas 

Dorsey Hospital, Fort Worth, Texas 

Dora Garrison Health Center, Gar- 
rison, Texas 


Faifur- 
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Hanna Hospital, Glen Rose, Texas 
Huntsville | Memorial Hospital, 
Huntsville, Texas 
Brindley Clinic-Hospital, Kingsville, 
exas 
Floyd County Cooperative Hospital, 
ockney, Texas 
Searls Hospital, Marfa, Texas 
David Granberry Memorial Hospi- 
tal, Naples, Texas 
Howard Hospital, Pearsall, Texas 
Valley Convalescent Center, Pharr, 
Texas 
L. W. Spikes Hospital, Ralls, Texas 
Good Samaritan Hospital, San An- 
tonio, Texas 
San Augustine Memorial Hospital, 
San Augustine, Texas 


Bruce C Sulphur 
Springs, 
Crippled Children’ s Hospital, Waco, 
exas 


Adams Eye, Ear, Nose and Throat 
Clinic-Hospital, Wichita Falls, 


Texas 
Wolfe City Community Hospital, 
Wolfe City, Texas 
Milford Hospital, Milford, Utah 
Roosevelt Hospital, Roosevelt, Utah 
Chitwood-Moore Clinic Hospital, 
Wytheville, Va. 
Pinel Foundation Sanitarium, Seattle 
Sutton General Hospital, Sutton, 
W. Va 


Clintonville Community Hospital, 
Clintonville, Wis. 
Margo Hospital and Convalescent 
ome, Milwaukee 
Mount Edgecumbe Medical Center, 
Mount Edgecumbe, Alaska 
Seward Sanatorium, Seward, Alaska 
Wahiawa General Hospital, Wahi- 
awa, Hawaii 
Hospital Dr. 


Maldonado Sierra, 
Hato Rey, P. R. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL Boarp oF MeEpicat Examiners: Parts 1 and II. Various 
Centers. Sept. 12-14. Exec. Sec., Mr. S. Elwood, 225 S. 15th St., 
Philadelphia 2. 
EXAMINING BOARDS IN SPECIALTIES 


AMERICAN Board oF ANESTHESIOLOGY, INC. Oral. Denver, Oct. 16-20. 


Sec., Dr. Curtiss B. Hickcox, 745 Fifth Ave., New York 27. 
AMERICAN Boarp OF INTERNAL MEDICINE: Written. aa 17. Asst. 
Sec. Treas. Dr. W. A. Werrell, 1 Main St., Madison 3, 


AMERICAN Boarp Md OssTeTRICS AND GyNECOLOGY, INc. Port I. Vari- 
ous Centers. Feb. Final date for filing application is Nov. 5. Sec., 
Dr. Paul Titus, 1018" Highlana Bidg., Pittsburgh. 

AMERICAN Board oF OPHTHALMOLOGY: St. Louis, Oct. 15-19; Boston, 
December. Sec., Dr. S. J. Beach, 56 Ivie Rd., Cape Cottage, Maine. 

AMERICAN Boarp OF OrtTHOPAEDIC SurGery. Part II, New York | 
City, Feb. 9-10. Final date for filing application for Part II is Aug. 15. | 
Address: Sec.-Treas., Dr. Harold A. Sofield, Room 1856, 122 S. Michigan 
Ave., Chicago. 

American Boarp oF Chicago, Oct. 4-7. Sec., 
Dr. D. M. Lierle, University Hospital, lowa City. 

American Boarp oF Patuotocy: Chicago, Oct. 7-8. Final date for 
filing application is Sept. 1. Sec., Dr. Robert A. Moore, 507 Euclid 
Ave., St. Louis. 

AMERICAN Boarp OF Pepratrics: Oral. Cleveland, Sept. 16-18; New 
York City, Oct. 21-23; Chicago, Dec. 9-11. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 

AMERICAN Boarp OF PLastic SuRGERY: Examinations are given in 
June and November of each year in the home town of applicants. Sec.- 
Treas., Dr. Louis T. Byars, 400 Metropolitan Bldg., St. Louis, Mo. 

AMERICAN Boarp OF PREVENTIVE MEDICINE AND Pusiic HEALTH: 
Parts I and II. New York, Oct. 22-24. Final date for filing application 
is July 22. Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN Board OF and Nevrotocy, Inc. Special 
Examination, Chicago, Oct. 24-25. December, New York City. Final 
date for filing applications 1s acon 15. Sec., Dr. F. J. Braceland, 102-110 
Second Ave., S.W., Rochester, Minn. 

AMERICAN Boarp Or Rapiotocy: Oral. Cincinnati, Sept. 28-Oct. 2. 
Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W esr ge Minn. 

AMERICAN Boarp OF SuRGERY: Written. Various Centers, October 2o. 
Sec., Dr. J. Stewart Rodman, 225 S. 15th St., Philadelphia, 

AMERICAN Boarp OF Urotocy: Written, December. Oral and Clins- 
cal, Chicago, Feb. 11-15. Final date for receipt of case histories is Sept. 
1, 1949. Sec., Dr. Harry Culver, 7935 Sunnyside Road, Minneapolis 18, | 
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BOARDS OF MEDICAL EXAMINERS 
Avaska: * Juneau, Sept. 6. Sec., Dr. W. M. Whitehead, Box 140, 
Juneau. 
District or CotumBia:* Examination. Washington, Nov, 14-15. Sec., 
Dr. G. C. Ruhland, 4130 E. Municipal Bldg., Washington 


Guam: Endorsement. Agana, Last Friday of each ioctl Sec., Capt. 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P.O., San Francisco. 


Montana: Helena, Oct. 3-5. Sec., Dr. Otto G. Klein, First National 
Bank Bldg., Helena. 
Nevapa: Carson na Nov. 7. Sec., Dr. George H. Ross, 112 N. 


Curry St., Carson City 
New HAMPSHIRE: Concer, Sept. 8-9. 
State House, Concord. 
New Mexico:* Santa Fe, Oct. 10-11. 
Coronado Bldg., Santa Fe. 
PENNSYLVANIA: Examination, Philadelphia and_ Pittsburgh, July. Acting 
Sec., Mrs. B. G. Steiner, 351 Education Bldg., Harrisburg. 
Punsve Rico: San Juan, Sept. 6-10. Sec., Dr. Luis Cueto Coll, Box 
3717, Santurce. 


See., Dr. J. S. Wheeler, 107 
Sec., Dr. Charles J. McGoey, 


Soutu Dakota: * Examination. Pierre, July 19. Sec., Dr. G. J. 
Van Heuvelen, Capitol Bldg., Pierre. 

WasuIncTon: * Seattle, July 18-20. Sec., Mr. Edward C, Dohm, 
Department of Licenses, Olympia. 


+ Ba Basic Science Certificate required. 


BOARDS 


AtasKa: Juneau, Aug. 28. Sec., Dr. 
uneau. 


Arkansas: Examination, Little om, Oct. 4. Sec., Mr. L. E. Gebauer, 


OF EXAMINERS IN THE BASIC SCIENCES 
C. Earl Albrecht, Box 1931, 


1002 Donaghey Bldg., Little Roc 

District or CoLuMBIA: Washington Oct. 24-25. Sec., Dr. G. 
Ruhland, 4130 E. Municipal Bldg., Washington. 

Fioripa: Examination, Gainesville, Nov. 5. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesvil 

Micuican: Examination, Detroit and Ann Ashes, Oct. 14-15. Sec., 
Miss Eloise ry 101 N. Walnut St., Lansing 15. 

NesrasKA: Omaha, Oct. 4-5. Director, Bureau of Examining Boards, 
Mr. Oscar F. Humble, Room 1009, State Capitol Bldg., 

Orecon: Portland, Sept. 10 and Dec. 3. Sec., Mr. Charles D. Sores, 
State Board of Higher ducation, Eugene 
Ruope Istanp: Examina Deovidunes, Aug. 


10. Administrator of 


Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 
Wisconsin: Milwaukee, Sept. 24 and Dec 3. Sec., Prof. W. H. Barber, 


Ripon College, Ripon. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Malpractice: Death Following Administration of 
Chloroform.—The plaintiff filed suit for damages for the death 
of her 7 year old daughter alleged to have resulted from the 
malpractice of the defendant physician. From a judgment in 
favor of the physician, the plaintiff appealed to the court of 
appeal of Louisiana. 

The plaintiff's daughter was playing with some other children 
during the afternoon recess of the Franklinton School, and, as 
a result of being pushed by one of the children, she fell and 
broke her right arm. The principal of the school made an 
attempt to locate the child’s mother by calling places where she 
worked, and, being unable to locate her, he then telephoned the 
defendant physician who told him to bring the child to his 
office. The principal testified that he felt the child needed 
medical attention at once, and, after attempting to locate the 
mother and failing, he thought it best to get the child to a 
doctor as soon as possible. Although the plaintiff lived only a 
mile from the school, he made no attempt to locate her at 
home as he did not know whether he would find her there and 
he “was most interested in getting the little girl to a physician 
as quickly as possible in order that her wrist might be set.” 
He was accompanied to the defendant’s office by Miss Thelma 
Wood, another teacher, who remained with the child during 
the entire operation and until after she died. 

The law seems to be well settled, said the court of appeal, 
“That where the physician or surgeon uses all the customary 
precautions practiced by the profession in the particular locality, 
no liability is incurred. Thus, the highest degree of skill and 
knowledge is not required in every case, but only such skill 
and knowledge and practices as are common with the profession 
_in the locality where the physician or surgeon happens to prac- 
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tice.” The court of appeal then quoted from an opinion by 
Judge Taft, then of the United States Circuit Court of Appeals, 
in the case of Ewing v. Goode, 78 F. 442, in which Judge Taft 
said: “A physician is not a warrantor of cures. If the maxim 
‘res ipsa loquitur’ were applicable to a case like this, and a 
failure to cure were held to be evidence, however slight, of 
negligence on the part of the physician or surgeon causing the 
bad result, few would be courageous enough to practice the 
healing art, for they would have to assume financial liability 
for nearly all the ‘ills that flesh is heir to.’ The rule 
is well established that a physician or dentist cannot be held 
liable for the death of a patient under his treatment, where 
there is no evidence to show negligence or lack of skill on his 
part, sufficient to overcome the prima facie case in his favor 
made by the evidence that the treatment adopted by him was 
the usual and customary one. The fact that a patient died in 
such circumstances does not raise any presumption of negligence 
or lack of skill on his part.” From this statement of the law, 
the Louisiana court continued, it is necessary to examine the 
record to ascertain whether or not the defendant was guilty of 
malpractice in failing to make a proper examination of the 
child before placing her under the anesthetic, in giving or 
causing to be given an overdose of chloroform, or in failing 
to obtain the consent of the mother before undertaking the 
treatment of the child. 

The defendant testified that after determining the kind and 
nature of the fracture, he decided that he would use chloroform 
in setting the arm. Before giving chloroform, he always 
examines the heart of the patient, and in this instance, he said, 
he examined this child’s heart by determining the size as near 
as possible, the rate of the pulse, the character of the pulse and 
listening to (termed “auscultation” ) the heart with a stethoscope. 
He also listened to the lungs for any pathosis that might be 
present. The physician and surgeon at the Elizabeth Sullivan 
Memorial Hospital in Bogolusa testified that prior to giving 
an anesthetic to anyone he would ascertain how the heart was 
functioning; that is, he would listen to see whether the heart 
was functioning normally, to determine whether there was any 
tuberculosis or cold that might be aggravated by an inhalation 
type of anesthesia, and that he would make this examination 
with a stethoscope. That is exactly the same examination made 
by the defendant before administering the anesthetic to the child 
in this case, said the court, and there was no testimony in the 
record that any different examination was ever made by any 
other physician in that parish or neighborhood. Therefore the 
defendant was not guilty of malpractice on that count. 

As to the second charge, that the chloroform was administered 
by an incompetent assistant and the child was given an over- 
dose, the court continued, the record revealed that with the 
facts and circumstances in this case chloroform was the recog- 
nized anesthetic to be given by the doctors in the surrounding 
countryside. The defendant’s office was heated by an open-face 
gas heater, and it was agreed by all medical witnesses that 
ether could not be used around an open flame as it is very 
highly inflammable and, in such circumstances, might cause an 
explosion of the patient’s lungs. Two other physicians testified 
that chloroform was the proper anesthetic to use with the facts 
in this case and that, in the same circumstances, they would 
have used it also. This testimony sustains the defendant in 
his choice of the use of chloroform. Mrs. Sweeney, the 
defendant's office nurse, testified that she administered the anes- 
thetic. She had trained in a hospital for twenty-six months 
and only lacked ten months of finishing what would have 
entitled her to a certificate as a registered nurse. She had been 
giving the anesthetic for the defendant in his practice ever since 
she was employed by him in 1933. In our opinion, the court 
of appeal concluded, the testimony showed that she was well 
versed in the administration of anesthetics and the effect of the 
same and the different stages involved in general anesthesia. 
She was competent to give the chloroform in the present case, 
and, furthermore, she administered it under the direction of the 
defendant who was present at the time she gave it. 

The plaintiff testified that the child’s nose, face and mouth 
were burned and that the chloroform was given direct from the 
bottle and that there was no mask used. This testimony, how- 
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ever, was entirely refuted by the defendant, his nurse, Miss 
Wood, the teacher who remained with the child until her death, 
the coroner, the undertaker and his assistant who embalmed the 
child, and Miss Stringfield, another teacher in the grade school 
who saw the child after she died. The testimony showed that 
the chloroform was given by the drip method. A regular mask 
with gauze on it was placed over the patient’s face and the 
chloroform dropped on this gauze. 

The defendant and his nurse both testified that the child went 
from the first stage of anesthesia, which is shown to be “before 
you induce sleep,” directly to the last stage, which is death. 
Another physician testified that some patients are hypersensitive 
to certain anesthetics and that there is no way of determining 
this prior to application. There is no doubt from the testimony 
in this case, continued the court, that the plaintiff's daughter 
was hypersensitive to chloroform, which produced an immediate 
toxic condition resulting in her death and which was diagnosed 
by the coroner as chloroform poisoning. When chloroform is 
well diluted with air and the patient dies, it is with respiratory 
failure first and cardiac failure later or within several minutes, 
due to the lack of oxygen. When chloroform is administered 
too quickly and in too large amounts, so that it is not well 
diluted with air, the heart stops beating first. In the instant 
case, there was respiratory failure first and the heart was beat- 
ing for several minutes afterward. It is apparent, therefore, 
that this child did not die from an overdose of chloroform but 
as a result of a toxic condition produced by the chloroform. 

The plaintiff next charged that the defendant did not endeavor 
to resuscitate the child. Miss Wood and the defendant’s nurse 
testified that artificial respiration was used as well as hypo- 
dermics, and the defendant testified that he “immediately began 
trying to revive the child by means of injections of epinephrine 
into the vein and giving artificial respiration because the heart 
was still beating, but the child was not breathing. This did 
not work so I gave a hypodermic of 439 grain (0.5 mg.) of 
atropine sulfate. 
in the usual manner—I think by three different methods: lying 
prone with rhythmic pressure and releasing the lower ribs 
posteriorly and working the arms back and forth to and from 
the body; putting the child over my shoulder and taking her 
back; these methods failed and I then gave the child an injec- 
tion of coramine® (nikethamide) ; still no breathing, the child's 
heart was getting weaker. I injected 0.5 cc., 1 am not positive 
about the amount, it could have been 1 cc., into the heart 
muscles.” There is no doubt from the testimony, concluded the 
court of appeal, that everything was done to revive the child. 

Finally, there remains to be decided the question of whether 
the defendant is liable by reason of the fact that he failed to 
obtain the consent of the mother, who was a widow, before 
undertaking the treatment. “The general rule that a surgeon 
operates at his peril without first obtaining the consent of his 
patient or someone legally authorized to consent for him is 
qualified in its application by most courts in cases of emergency 
or unanticipated conditions where some immediate action is 
found necessary for the preservation of the life or health of 
the patient, and it is impracticable to first obtain consent to 
the operation or treatment which the surgeon deems te be 
immediately necessary. . . In such a case, where the 
emergency endangers the life or health of the patient, it is 
the surgeon's duty to do that which the case demands within the 
usual and customary practice among physicians and surgeons 
in the same or similar localities, without the consent of the 
patient or his parents.” (41 American Jurisprudence 222.) In 
this case, the court pointed out, the principal called the can- 
ning plant where he understood the mother was working and 
Dr. T. C. W. Magee’s office, in an effort to locate her before 
he called the defendant. We are of the opinion that an emer- 
gency existed and that in such emergency the defendant was 
fully justified to proceed in the manner in which he did without 
the express consent of the child's mother. The defendant fol- 
lowed the usual and customary practice among physicians and 
surgeons in the same locality. 

The judgment of the trial court in favor of the defendant 
physician was accordingly affirmed.—Ilells v. McGehee, 39 So. 
(2d) 196 (La., 1949). 
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An Improved Technic for the Operative Treatment of Anorectal Lesions. 
—16 mm., silent, color, 1,200 feet (1 reel or 3 reels), showing time forty- 
four minutes. Prepared in 1947-1948 by Louis E. Moon, M.D., F.A.C.S., 
Associate Professor of Surgery, Head of Department of Proctology, and 
J. B. Christensen, M.D., B.S., Instructor in Surgery, Associate in Depart- 
ment of Proctology, Creighton University School of Medicine, with the 
assistance of William H. Hardman, M.D., M.S., Creighton Memorial St. 
Joseph’s Hospital, Omaha. Produced by Mervin W. LaRue, Inc., Chicago, 
through a grant by and procurable on loan from the William S. Merrell 
Company, Lockland Station, Cincinnati 15. 

This motion picture presents the principles of physical diag- 
nosis in anorectal inflammatory disease, the underlying patho- 
genesis and the proper surgical management of these conditions, 
especially the more common ones such as hemorrhoids, anal 
fissures, anal abscesses and fistulas. 

Reel I deals with the proctologic examination. The anatomy 
of the region is clearly depicted by animated illustrations. 
Patients are used in demonstrating some of the more common 
pathologic conditions. 

Reel Il gives the essential points necessary for surgery, 
namely; (a) adequate facilities and qualified personnel, (b) prep- 
aration and position of patient and (c) anesthesia to produce 
anal @elaxation, thus assuring adequate exposure of the operative 
area. It portrays the author’s procedure for removal of internal 
and external hemorrhoids. 

Reel III illustrates the surgical indication and management 
for anal fissures, abscesses and fistulas. The advantages of the 
technics are summarized at the end of each operative procedure. 

Of excellent teaching value is the correlation of anorectal 
anatomy, pathogenesis of anorectal inflammatory disease and 
the surgical management of the various types of such disease. 
The stress laid on the importance of postoperative care is also 
well brought out in this film. 

The use of fistulectomy rather than fistulotomy is disappoint- 
ing for the reason that fistulotomy is considered adequate in 
the management of an anal fistula and is a much safer procedure 
especially in the hands of the less experienced surgeon. From 
a teaching point of view, it would have been much better to 
demonstrate the fistulous tract from its primary to its secondary 
opening, rather than vice versa as shown in the film. 

In spite of these few exceptions and criticisms, this excellent 
production is suitable for showing to state and county medical 
meetings, residents, interns and fourth year medical students. 

The photography and drawings are excellent throughout the 
entire film. 


The Vaginal and Cervical Smear. A prebiopsy aid toward the early 


detection of carcinoma. 16 mm., silent, color, 1,025 feet (1 reel), 
showing time thirty minutes. Prepared in 1948 by Clair E. Folsome, 
M.D., F.A.C.S., under the guidance of George N. Papanicolaou, Ph.D., 
M.D., Cornell University Medical College, New York. Procurable on loan 
from Ortho Research Foundation, Graphic Arts Division, Raritan, N. J. 

This film portrays the interpretation of cytologic appearances 
in smears obtained in cancer of the cervix and uterus and in 
a variety of conditions which may have to be considered in the 
differential diagnosis. Reproductions of normal structures 
including schematic drawings and reproductions of histologic 
preparations and of smears are illustrated, together with gross 
pictures of the normal cervix and of benign lesions. The 
technic of preparation of smears is shown only casually. 

The reproduction of gross views of cancerous lesions and of 
some of the smears leaves much to be desired. The white and 
deep purple colors present an unnatural appearance. 

The majority of scenes are still pictures, and one has the 
impression that a series of lantern slides or filmstrips would 
better serve the purpose. The photomicrographs of the cervix 
are poor to good. 

The term “malignancy” is used throughout, whereas “cancer” 
is the more appropriate designation. 

This film can be recommended for orientation of the gyne- 
cologists and medical students as an introduction to the much 
discussed topic of prebiopsy by means of study of desquamated 
cells. 
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American Journal of Surgery, New York 
77:137-270 (Feb.) 1949 


Indications for Pulmonary Resection: 
ration. E. A. Naclerio.—p. 
Diaphragmatic Hernia: Review of Literature and Report of 2 Unusual 

ases. E. H. Ellison.—p. 152. 
Abdominal Trauma from Standpoint of Railway Surgeon. I. Cohn. 
—p. 162. 
Clinical Experiences with Chlorophyll Preparations with Particular Refer- 
ence to Chronic Osteomyelitis and Chronic Ulcers. E. B. Carpenter. 


Special Reference to Extent of 


*Strangulated Femoral Hernia: Relationship of Contents of Hernial Sac 
to Clinical Manifestations and Prognosis. J. P. Jarboe and H 
Pratt.—p. 172. 

Arterial Injuries: Analysis of Immediate and Late Results of — 
Injury Based on Military Experience. C. E. Gardner Jr.—p. 

Vaginal and Cervical Smears in Uterine Malignancy. M. mda ‘and 
S. Di Palma.—p. 191. 

Hypothermia in Hyperthyroidism. C. B. DeCourcy and J. L. DeCourcy. 

199 


iss S. Lubin 


R. J. 
Chodoff and S. A. Kornblum.—p. 208 

Diverticulum and Abscess of Female Urethra. F. R. Cole.—p. 212. 

Fractures of Patella. M. B. Noyes and W. S. Mozden.—p. 215. 

*Recurrent Dislocation of Shoulder: Modification of Bankhart Capsulor- 
rhaphy. C. A. Luckey.—p. 220. 

Treatment of Acute Appendicitis with Perforation. R. Huebner.—p. 223. 

*Treatment of Severe Singultus. F. G. Barnard.—p. 230. 

Reduction of Mortality in Intestinal Obstruction. W. R. Moses. 
—p. 235 
Strangulated Femoral Hernia.—Jarboe and Pratt observed 

that the viscera most often incarcerated in strangulated femoral 

hernias were portions of small intestine and omentum. The 
relationship of the contents of the hernial sac to the fatality rate 
reveals that in 64 of the 104 cases parts of the small intestine 
were found in the hernial sac and that 23, or 36 per cent, of 


Missed Abortion: Evaluation of Conservative Management. 
and R. Waltman.—-p. 202. 
Treatment of Large Bowel Fistula Secondary to War Wounds. 


these 64 patients died, whereas of the 40 patients in whom. 


viscera other than the small intestine were lodged in the femoral 
ring only 1 died (2.5 per cent). Extremely high fatality rate 
was associated with the presence of gangrenous portions of small 
intestine in the hernial sac. There were 19 deaths among the 
26 patients in whom the strangulated segment of the small 
intestine was gangrenous, or a fatality rate for this group of 
73.1 per cent. The contents of the hernial sac found in 104 
strangulated femoral hernias indicate a definite relationship 
between the origin and pathologic condition of the affected 
viscera and the fatality rate. In cases of strangulation of parts 
of the small intestine, when surgery has been delayed and 
irreversible pathologic changes have taken place, the prognosis 
is very grave for a person of any age. Since physical resistance 
in the aged is materially lowered, such persons are benefited 
most by early surgical treatmegt, but the prognosis is influenced 
more by the condition of the strangulated viscera than by the 
factor of age alone. 

Modification of Bankhart Capsulorrhaphy. — Luckey 
points out that the numerous modifications of the Bankhart 
procedures that have been described in recent years advocate 
either a new instrument to make the necessary holes in the 
glenoidal rim or various forms of internal fixation of the capsule, 
such as tacks, screws and staples. The author has used tacks, 
but the eventual fate of these tacks is still unknown and a 
patient may attribute residual postoperative distress to these 
radio-opaque objects. For these reasons the author has resorted 
to the use of the “pull-out” wire as described by Bunnell. The 
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author describes and illustrates the technic he uses, but claims 
no originality. He has used the “pull-out” wire in 15 cases 
and has never observed infection following its use. At first 
small caliber wire was used, but in 1 patient the wire had 
broken off posteriorly just below the skin. That portion of the 
wire that held the capsule in contact with the scapula had not 
moved, so the final result was not impaired. Since that time, 
heavier wire has been used, usually no. 26, or, when this is not 
available, no. 24. 

Treatment of Severe Singultus.—Barnard points out that 
persistent hiccup may threaten life, particularly when it compli- 
cates surgical interventions. When conservative measures fail, 
surgical treatment, usually bilateral phrenectomy, is resorted to. 
However, the crushing or resection of the phrenic nerve is a 
serious procedure and leaves the elderly patient in a handi- 
capped state. The author shows that hiccup may be relieved 
by the application of two small sponge electrodes to the proper 
sites of the affected patient and the administration of pulsating 
galvanic sinusoidal current at a comfortable tolerance of 20 to 
30 pulsations per minute. This produces stimulation of the 
phrenic nerve and contracts the diaphragm. The exact modus 
operandi by which the hiccup is stopped is not clear, but appar- 
ently the impulses running to the diaphragm are interrupted 
and probably the muscle itself is tired as a result of the galvanic 
stimulation. The author describes the technic of this treatment 
and presents 5 cases to illustrate the simplicity of technic and 
its potentialities. While some patients may not respond to this 
simple therapeutic aid, the results obtained have been uniformly 
excellent and merit further investigation. 


American Practitioner, Philadelphia 
3:325-388 (Feb.) 1949 
Infectious Polyneuritis. N. S. Stearns.—p. 325. 
Prolonged Auricular Tachycardia: Report of Case Persisting for 132 
Days. E. K. Doak.—p. 338 
Advances in Treatment in Neurologic Diseases. A. Silverstein.—p. 344. 
Metastatic Tumors of Central Nervous System. G. Wilson and C. 
Rupp.—p. 350. 
*Importance of Sodium Intake in Management of Cardiac Failure. M. 
Sokolow.—p. 353. 
Functional Uterine Bleeding. J. A. Hepp.—p. 361 
. Newer Forms of Cutaneous Therapy. W. E. Wooldsidee, H. L. Joseph 
and R. S. Weiss.—p. 363. 
Nature and Function of Emotions, a Concept. S. H. Tyler.—p. 368. 
Sodium Intake in Cardiac Failure.—Sokolow reports 3 
patients, 2 women aged 49 and 47, respectively, and 1 man aged 
52, with symptoms and signs suggesting congestive heart failure. 
The first patient was desperately ill with severe orthopnea, 
cyanosis, ascites, alternating pulse and gallop rhythm. In view 
of her previous episodes of cardiac failure the prognosis 
appeared poor. The tremendous loss of fluid within three days 
of beginning a salt-free diet and the rapid restoration to essen- 
tially normal cardiac function which resulted were striking. In 
the second female patient with a long-standing history of 
hypertension, the absence of cardiac enlargement, the essentially 
normal electrocardiogram and the presence of a normal venous 
pressure cast considerable doubt on the diagnosis of congestive 
heart failure. Dietary study revealed a high intake of sodium. 
By reducing the sodium in her diet, the patient became free of 
all symptoms, continued to be ambulatory and was able to 
increase her activities. In the third patient long hours of erect 
posture combined with excessive salt intake produced peripheral 
edema simulating congestive heart failure. Correctly interpreted 
and treated by the limitation of salt, the edema and dyspnea 
completely cleared and the patient was enabled to work again 
full time at his usual occupation without symptoms. Not all cases 
of cardiac failure require the radical restriction of sodium in 
the diet to 350 mg. which is in use at the University of 
California Hospital. If the cardiac failure is slight and the 
cardiac reserve is good, modest restriction of the sodium intake 
will usually suffice. In severe cardiac failure the patient may 
be unable to excrete even small amounts of sodium and the 
sodium intake must be drastically reduced. If the patient has 
both renal insufficiency and cardiac failure, a diet low in sodium 
may be dangerous and increased care and judgment are required 
to determine the ameunt of salt which will be best for both 
functions. 
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American Review of Tuberculosis, New York 
59:1-112 (Jan.) 1949 


Efficiency of Gauze Masks in Protection of Rabbits Against Inhalation 
of a Nuclei of Tubercle Bacilli, M. B. Lurie and S. Abramson. 

Resection in Treatment of Tuberculosis. 
A. Dickie and A. R. Curreri.—p. 10. 

*Decortication of Lung in Patients with Pulmonary Tuberculosis. 
O’Rourke, E. J. O’Brien and W. L. Tuttle.—p. 30. 

Pulmonary Tuberculosis Involving Lower Lobes. E. Rothstein.—p. 39. 

Poor Results with Artificial Pneumothorax in Lower Lobe Tuberculosis. 
E. Rothstein.—p. 50. 

Prognosis of Inspissated Cavities. R. S. Study and P. Morgenstern. 


J. W. Gale, Helen 
P. V. 


—p. 53. 

Effect of Nontuberculous Pulmonary Inflammation on Pulmonary Tuber- 
culosis. O. S. Baum and L. F. Baum.—p. 68. 

Supernumerary Rib: Report of Case. S. Jacobs.—p. 76. 

Tuberculosis Case-Finding Program in Erie County, New York. W. H. 
Handy and W. D. Crage.—p. 78. 

Isolation of Three Different Proteins and Two Polysaccharides from 
Tuberculin by Alcohol Fractionation: Their Chemical and Biological 
Properties. Florence B. Seibert.—p. 86. 

Comparison of Immunogenicity for Guinea Pigs of BCG Cultured Inter- 
mittently and Continuously in Presence of Bile. I. S. Neiman and 
Nelda Holmgren.—p. 102 
Decortication in Pulmonary Tuberculosis. — O’Rourke 

and his co-workers say that the results obtained during the war 

with the decortication of the lung in the management of organ- 
izing hemothorax suggested that this technic could be applied 
successfully in certain tuberculous patients. This study is con- 
cerned with 43 cases of pulmonary and pleural tuberculosis in 

which decortication was between January 1946 and May 1948. 

Observations on these cases demonstrated the presence of a 

peel” similar to the organized exudate found encasing the lung 

in organizing hemothorax. Decortication has been restricted to 
the complications of tuberculous pleurisy in 9 patients and the 
complications of the therapeutic pneumothorax in 27 patients. 

In addition, decortication was done in conjunction with a lobec- 

tomy in 7 patients. The success or failure to remove a “peel” 

does not seem to be related to the duration of the pneumothorax 
but rather to the amount of the peripheral pulmonary disease. 

Twenty-eight lungs were completely decorticated and in 15 a 

partial decortication was performed. Streptomycin was not 

available at the beginning of this study, but since becoming 
more plentiful has been used routinely. The results of decorti- 

cation in the 43 patients have been classified as: failure, 4; 

improved, 5; good, 14, and excellent, 20. The present status of 

the patients is as follows: 31 at home, 11 in hospital and 1 dead. 


Anesthesiology, New York 
10:1-124 (Jan.) 1949 


Study of Physical Methods for Determination of Tension of Ether Vapor 
in Air-Ether Mixtures. A. Faulconer Jr.—p. 

Intravenous Demerol-Scopolamine Amnesia During Labor. J. M. Brown, 
P. P. Volpitto and R. Torpin.—p. 15. 

Study of Pentothal Sodium Anesthesia and Critical Investigation of Use 
of Succinate as an Antidote. J. H. Tucci, Mary A. B. Brazier, H. H. 
W. Miles and J. E. Finesinger.-—p. 25. 

Effect of Vasoconstrictors on Duration of Spinal Anesthesia: Controlled 
Study in Man. K. E. Bray, S. Katz and J. Adriani.—p. 40. 

Studies on Diffusion Respiration. IV. Oxygen and Carbon Dioxide 
Content and Hydrogen Ion Concentration of Arterial and Venous 
Abdominal Blood of Dogs During Diffusion Respiration. R. W 
Whitehead, J. N. Spencer, T. M. Parry and W. B. Draper.—p. 54. 

*Myanesin as Muscle Relaxant. H. R. Griffith, C. R. Stephen, W. G. 
Cullen and W. Bourne.—p. 61. 

Development of Hypospray for Parenteral Therapy by Jet Injection. 
R. A. Hingson.—p. 66. 

*Suprascapular Nerve Block: Evaluation in Therapy of Shoulder Pain. 
J. Milowsky and E. A. Rovenstine.—p. 76. 

Anesthesia for Neurosurgery. L. L. Teplinsky, Z. Harris, W. H. 
Cassels and O. Sugar.—p. 82. 

Continuous Lumbar Sympathetic Block. J. E. Ruben and Patricia-Mary 
Kamsler.—p. 92. 

Statistical Analysis of Anesthesia at Cleveland Clinic. 
and D. E. Hale.—p. 101. 


Myanesin® as a Muscle Relaxant.—Griffith and his asso- 
ciates discuss the muscle-relaxing properties of myanesin® 
(3-ortho-toloxy-1,2-propanediol). They conclude that the drug 
is fairly effective when administered in the recommended dosage, 
but that occasional local irritation at the site of injection and 
the occurrence of hemoglobinuria make its Continued clinical 
use inadvisable. It has no advantage over curare in anesthesia. 
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Suprascapular Nerve Block in Shoulder Pain.—Roven- 
stine in 1941 introduced with Wertheim the technic of blocking 
the suprascapular nerve at the lesser scapular notch. The 
desirability of establishing the block at this point was its accessi- 
bility and the fact that no branches from this nerve are given 
off to the shoulder before it passes through the lesser scapular 
notch. Suprascapular nerve block was advocated as an adjunct 
in the treatment of chronic shoulder pain. Milowsky and 
Rovenstine report on 100 consecutive, unselected patients with 
shoulder pain; the greatest number was admitted with the diag- 
nosis of bursitis. A good result was obtained in both the acute 
and chronic variety in the majority of patients following one 
block. Three patients with bursitis were not benefited by the 
suprascapular block. The mode of action of this treatment is 
not completely understood, but vasodilation might play a part. 
This would encourage vascularization and facilitate absorption 
of calcium deposits. Several patients have demonstrated in a 
follow-up examination roentgenologic evidence of loss of calcium. 
A second possibility is that relief of pain permits motion which, 
in turn, improves vascularization. The effects of suprascapular 
nerve block on pain of osteoarthritic origin were not uniformly 
successful. Patients with “idiopathic shoulder pain” experienced 
alleviation of symptoms following suprascapular nerve block. 
Supraspinatus and capsular tears ay festive treated by 
nerve block if the injury is not complete ‘ér massive. 


Annals of Allergy, Minneapolis 
7:1-154 (Jan.-Feb.) 1949 
Immunologic Studies with Serums from Penicillin-Allergic Patients, 
M. S. Mallen and O. Cuellar.—-p. 1. 
Reactions from Penicillin of Prolonged Action. 
. A. Haunz and E. L. Grinnell.—p. 
of Chemical Approach to yore H. S. Bernton.—p. 13. 
Repeated Patch Testing in Allergic Eczematous Sensitization. V. H. 
Witten and H. ir.—p. 32. 
Histamine- Sympathin. Balance. F. J. 


Approach to Problem of “Epinephrine Fastness.” F. F. Yonkman and 
F. L. Mohr.—p. 60. 


*House Ivy Dermatitis: Treatment by Alcoholic Extract of House Ivy 

Leaves. S. E. Rynes. —P. 62. 

Use of Cevitamic Acid in Symptomatic and Coseasonal Treatment of 

Pollinosis. E. A. Brown and S. L. Ruskin.—p. 65. 

Correlation of Experimental Data with Clinical Behavior of Synthetic 

Antihistaminic Drugs. A. S. Friedlaender and S. Friedlaender.—p. 83. 
Whale Oil, Trichophytin and Autoserotherapy in Treatment of Epidermo- 

phytosis. P. A. Sperber.—p. 91. 

Nasal Pyribenzamine for Relief of Hay 7 M. Zeller.—p. 103. 
Periarteritis Nodosa. J. F. Harris and C. ws.—p. 105. 
Separation by Means of Ammonium Salts 2 Antibody-Antigen Reaction 

from Response of Smooth Muscle. A. J. Weil and E. Rose.—p. 108. 
Evaluation of Therapeutic Substances Employed for Relief of Broncho- 

spasm: III. Anticholinergic Agents. J. F. Beakey, E. Bresnick, L. 

Levinson and M. S. Segal.—p. 113. 

House Ivy Dermatitis.—Rynes points out that house ivy 
has been cited in rare instances as a cause of dermatitis. A 
patient, aged 51, had a summer rash for seven or eight years. 
The attacks occurred in bouts, lasting three or four days with 
several exacerbations during the summer months. On one occa- 
sion, after having cut down some house ivy and trampled it into 
a basket, he had an extensive dermatitis of the hands and feet, 
which necessitated confinement to bed for several days. The 
diagnosis of dermatitis venenata due to house ivy was suspected 
and confirmed by patch test. Leaves were desiccated and broken 
up, and 10 Gm. were immersed in 100 cc. of absolute alcohol 
for twenty-four hours and then filtered through dry paper. A 
patch test with the undiluted extract was strongly positive. 
Prophylactic treatment was begun in May with 0.25 cc. of a 
1: 1,000 dilution of the alcoholic extract. The amount of extract 
required was drawn into a dry tuberculin syringe. To this was 
added sufficient buffered saline solution to make a volume of 
0.3 to 0.4 cc., and the syringe was rapidly inverted two or three 
times. The active principle of the alcoholic extract was thrown 
out of solution into a finely divided suspension. This suspension 
was immediately injected deeply into the subcutaneous tissue of 
the arm. The prophylactic injections were continued at intervals 
of four to seven days until a level of 0.2 cc. ef a 1:10 dilution 
was reached in five weeks. The maximum dose was repeated in 
July and again in August. The patient remained free of his 
usual summer rash. The author feels that a similar approach 
can be employed in other cases of dermatitis venenata in which 
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a plant sensitivity is suspected. A preliminary patch test should 
be made with a leaf of the suspected plant, and if this proves 
positive, an alcoholic extract can be prepared within twenty-four 
to forty-eight hours. 


Archives of Dermatology and Syphilology, Chicago 
58:95-248 (Aug.) 1948. Partial Index 


Tribute to Dr. George Miller MacKee from His Pupils, Associates and 
seg | of New York Skin and Cancer Unit. M. B. Sulzberger. 


Treatment of Basal Cell Epithelioma by Injection of Tissue Extracts: 
dete aaa J. C. Amersbach, Elsie M. Walter and G. S. Sperti. 
—p 

Contact Roentgen Therapy. G. C. —p. 118. 

Lupus Erythematosus Telangiectodes. P. E. Bechet.—p. 128. 

Hypersensitivity of Sulfapyridine: Wik, of Case. H. Bellach.—p. 134. 

Vitiligo with Raised Borders. J. Garb and F. Wise.—p. 149. 

Psoriatic Erythroderma, Epitheliomatous Changes and Wartlike Growths. 
H. Keil and A. Trosow.—p. 154. 

Favus in Rural Community of New York. S. J. Robbins.—p. 180. 

oe of Queyrat: Report of 10 Cases. W. Sachs and P. M. 
achs.——p 

Para- a8 Mee Acid and Indole Metabolism. H. Sharlit.—p. 191. 

Hemangiopericytoma. C. F, Sims, N. Kirsch and R. G. MacDonald. 


N. Sobel and 
Report of Cases. G. A. 


194, 
Extracellular Cholesterosis with Pulmonary Involvement. 
J. 6. 


Leukoderma Produced by 
Spencer. —p. 215 

Vioform in Dermatologic Therapy with Particular Reference to Its Use 
in Different Vehicles. M. B. Sulzberger and R. Baer.—p. 224. 

Treatment of Pityriasis Rosea with Nonspecific Substances. Jlona Vass. 


F. G. Zak and F. Cisneros.—p. 241. 


Antioxidants: 


—p. 231. 
Psoriasis of Hypopharynx. 


Archives of Internal Medicine, Chicago 
82:1-112 (July) 1948 


North American Blastomycosis (Gilchrist’s Disease): I. + 
ease from Review of Literature. R. Starrs and M. O., 
1 


Id.: PL Analysis of Canadian Reports and Description 2 New Case 
of Systemic Type. R. A. Starrs and M. O. Klotz.—p. 
*Comparative Time Action of Globin Insulins. J. H. Rohe "and A. R. 
Colwell.—p. 54. 
Cardiac Amyloidosis: Electrocardiographic and Pathologic Observations. 
S. Wessler and A. S. Freedberg.—p. 63. 
*Myenteric Plexus in Congenital Megacolon: Study of 11 Cases. F. R. 
Whitehouse and J. W. Kernohan.—p. 75 
Comparative Time Action of Globin Insulins. — Rohr 
and Colwell studied the time action of standard globin insulin 
and compared it with ordinary insulin and with protamine zinc 
insulin. Comparisons were made by obtaining many blood sugar 
curves and urinary sugar curves showing the action of single 
doses of the same size in well stabilized patients with diabetes 
mellitus. The possibility of altering the characteristic time 
action of globin insulin by varying its globin content was also 
investigated by the same method of comparison. In diabetes 
mellitus of moderate severity, the following characteristics of 
60 unit doses of various globin insulin mixtures in comparison 
with other insulin preparations were demonstrated. Standard 
globin insulin has a time action which is fairly rapid, showing 
initial effect within four hours. Its maximum effect is apparent 
in the concentration of blood sugar in eight to sixteen hours 
and in that of urine sugar in eight to twenty hours. This effect 
persists into the second day after the injection is made. Its 
action is intermediate between that of ordinary insulin in solu- 
tion and that of protamine zinc insulin. A mixture of equal 
parts of regular insulin and standard globin insulin has an 
accelerated and shortened action. It is intermediate between 
its two components in this respect. Increasing the globin con- 
tent of standard globin insulin from 3.8 to 38.0 mg. per hundred 
units of insulin does not appreciably alter its time action. 
Although these investigations were made chiefly from a phar- 
macologic point of view, certain therapeutic applications became 
obvious. In situations characterized by postprandial glycosuria 
or nocturnal hypoglycemia or both, when protamine zinc insulin 
is used in large dosage, globii insulin is certainly indicated. 
Whether it will give as good control in such situations as 
protamine zinc insulin mixtures will be decided by the method 
of trial and error. In daily morning injections, it will give a 
more intense daytime insulin effect and wear off more rapidly 
than protamine zinc insulin but still permit some degree of over- 
lapping from day to day in doses of 60 units. Acid or clear 
globin zinc insulin cannot be modified by addition of more globin 
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for the purpose of prolonging its activity or making it less 
intense. If such modification is desired, suitable mixtures of 
insulin and protamine zinc insulin should be used. If increased 
promptness of action is desired, globin insulin can be supple- 
mented by admixture with ordinary insulin in proportions up 
to about equal parts. Such mixtures might be useful for patients 
who tend to show nocturnal hypoglycemia and glycosuria after 
meals on globin insulin. 

Myenteric Plexus in Congenital Megacolon. — White- 
house and Kernohan feel that one approach to the study of the 
origin and pathogenesis of congenital megacolon would be 
the study of the myenteric plexus (plexus of Auerbach) of the 
colon in cases of congenital megacolon in which postmortem 
examination had been performed. The myenteric plexus appar- 
ently has as its main function in the colon the conduction of 
stimuli and the coordination of movements and, as a result 
of such function, would be of importance in the pathogenesis of 
congenital megacolon. They studied the myenteric plexus in 
11 cases of congenital megacolon, a series of cases used as con- 
trols and 5 cases of secondary megacolon. The myenteric 
plexus was found to be absent in the most distal part of the 
colon in all cases of congenital megacolon. In 80 per cent of 
the cases it was absent also in the “transitional region.” In 
60 per cent of the cases it was in addition absent in the lower 
part of the sigmoid. In 20 per cent of the cases the absence 
of the myenteric plexus extended from the rectum into the 
upper part of the sigmoid and the descending colon. In all cases 
of congenital megacolon there were nerves present in the loca- 
tion of the myenteric plexus which were not seen in the control 
cases. The authors conclude that the strategic location of the 
changes and a review of previous theoretic concepts, experi- 
mental studies and certain physiologic and anatomic studies 
point toward the significance of processes in the myenteric 
plexus in the pathogenesis of congenital megacolon. 


Archives of Neurology and Psychiatry, Chicago 
60: 107-220 (Aug.) 1948 

*Classification of Epilepsies. W. Penfield.—p. 107. 

Relation of “Thinking” and Language: Experimental Approach, Using 
Dysphasic Patients. R. Meyers.—p. 119. 

Activation of Human Nerves by Ischemia: Trousseau’s Phenomenon in 
Tetany. E. Kugelberg.—p. 140. 

Activation of. Human Nerves by Hyperventilation and Hypocalcemia: 
Neurologic Mechanism of Symptoms of Irritation in Tetany. E. Kugel- 
berg.—p. 153 

*Cerebral Vascular Lesions: 
logic Correlations. R. Cohn, 
Neumann.—p. 165. 

eae. Lesions in Central Nervous System in Acute Poliomyelitis. 

M. Lev, S. J. Ruden and W. J. Reals.—p. 182. 

Classification of Epilepsies.—Penfield saneeen the great 
practical importance of proper classification. Patients with 
epileptic seizures may be grouped under cerebral seizures, focal 
cerebral seizures and idiopathic epilepsy. In the group of cere- 
bral seizures, the pattern of attack may not be clear, but the 
exciting cause must be sought. In the second group, the initial 
pattern of attack is clear and the localization of discharge is 
evident, but it becomes necessary to discover the nature of the 
focal abnormality or the precipitating cause. Causes of cerebral 
seizures or of focal cerebral seizures include birth injury, cere- 
bral abscess, trauma or tumor, congenital defect, disseminated 
sclerosis, hypoglycemia, infection, vascular disease, encephal- 
opathy or toxemia. In the third group, the electroencephalo- 
gram is usually typical, being characterized by 3 per second, 
bilaterally synchronous waves. Most of these patients will be 
found to have “petit mal” lapses of consciousness; some will 
adinit the occurrence of epilepsy elsewhere in the family, and 
all must be considered possible carriers of the tendency. When 
a patient is first seen, the pattern of the seizure may not be 
clear. Further study may reveal that his minor seizures consist 
in a tingling sensation in the left hand and that the maior 
seizures begin with such a sensation. Thereupon, the patient 
is reclassified under the heading of focal cerebral seizures, 
somatosensory, cause unknown. Later, it may be obvious that 
he has an atrophic cerebral lesion, which seems to date from 
birth, and the diagnosis becomes “focal cerebral seizures, 
somatosensory ; cause, birth injury.” On the other hand, it may 
not be possible to work out the pattern of seizures, and yet the 
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cause may be evident. In this event, the diagnosis would remain 
cerebral seizures, caused, for example, by cerebral vascular dis- 
ease or by hypoglycemia. The author further discusses a 
classification based on age of onset. In every adult whose con- 
vulsive seizures begin after the age of 20 the epileptic state 
should be considered symptomatic of some other condition, such 
as trauma, neoplasm, arteriosclerosis, hypoglycemia or intoxica- 
tion. Such a patient should be thoroughly studied. The author 
discusses roentgenographic, p graphic and elec- 
troencephalographic studies and describes seizure patterns. 
When there is doubt as to the type of epileptic seizure or its 
localization, it may be wise to reproduce the patient’s seizure 
by hyperpnea, continued for about ten minutes, or by requesting 
the patient to drink large amounts of water and administering 
pitressin® (beta-hypophamine) simultaneously. With regard to 
treatment the author says that for adults who have no obvious 
lesion of the brain, diphenylhydantoin and other recently recom- 
mended drugs may be best, but for patients who have an objec- 
tive cerebral lesion, phenobarbital is more effective. The author 
recommends to all who are subject to seizures the following 
tetrad of personal precautions: (1) avoidance of alcohol, 
(2) avoidance of constipation, (3) avoidance of overfatigue 
from lack of sleep and (4) decrease of fluid intake to a 
minimum consistent with comfort. Attacks which can be con- 
trolled by medication and by observation of precautions should 
not be treated by surgical means, but when the focal nature of 
the attacks is established, and when the roentgenograms, 

lograms or electroencephalograms suggest the 
presence of a gross cortical lesion, then surgical treatment 
should be considered. 

Cerebral Vascular Lesions.—This presentation by Cohn 
and his co-workers is the result of the compilation of data 
obtained from 130 patients showing disturbances of clinical and 
electrical function of the brain resulting from lesions of the 
cerebral vessels. Eighteen patients showed clinical evidence of 
subarachnoid hemorrhage. Eight patients had proved to have 
chronic subdural hematomas; 6 of these had preoperative 
recordings. The other 104 patients showed clinical signs of 
thrombosis, embolism or hemorrhage involving the cerebral 
vessels, with subsequent parenchymatous damage. Of these 104 
patients, 12 died, and the brains of 11 of these patients were 
subjected to a detailed gross and microscopic examination. Each 
patient in this series was the recipient of one to several electro- 
encephalographic examinations. All recordings were made with 
a Grass six channel electroencephalograph. Illustrative case 
histories and electr graphic tracings are presented. 
The authors arrive at the following conclusions : 1. Subarachnoid 
hemorrhage primarily induces minimal or moderate generalized 
abnormal e phic changes. Occasionally focal 
decreased electric output is also observed. 2. Subdural hemor- 
rhage, in the main, acts as an intracranial space-consuming 
lesion. 3. Relatively superficial lesions (thromboses or hemor- 
rhages) give rise to prominent focal slow wave activity. 4. Deep 
subcortical lesions give rise to little focal or general low 
frequency activity. 5. Patients with arterial hypertension show 
progressive electroencephal hic changes with continuing 
chronicity. 

Archives of Ophthalmology, Chicago 
40: 371-482 (Oct.) 1948 


Blindspot Syndrome. K. C. Swan.—p. 371. 

Use of Roentgen Therapy for Retinal Diseases Characterized by New- 
Formed Blood Vessels (Eales’s Disease; Retinitis Proliferans). Pre- 
liminary Report. J. S. Guyton and A. B. Reese.—p. 389. 

Studies in Experimental Ocular Tuberculosis: XII. Effect of Strepto- 
mycin and “Promizole’” on Experimental Ocular Lange in 
Immune-Allergic Rabbit. A. C. Woods and R. M. Wood.—p. a 

Retinal Tumor Associated with Neurofibromatosis (Von 
Disease): Report of Case. F. J. Bloch.—p. 433. 

Vision in Strabismus: Preliminary Report. F. Costenbader, Dorothy 
Bair and Alice McPhail.—p. 438. 

*Conical Cornea and Mongolism. A. Rados.—p. 454. 


Conical Cornea and Mongolism.—Rados treated 2 patients, 
a man aged 22 and a woman aged 29, in whom bilateral conical 
cornea was associated with mongolism. The literature men- 
tions as ocular symptoms of mongolism only nystagmus, con- 
vergent strabismus and blepharitis in some cases, in addition to 
the almost constant presence of the oblique palpebral fissure, 
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with slanting of the lids up and temporalward and the epicanthus. 
Textbooks do not mention the concurrence of conical cornea 
with mongolism, but the author says that while the association 
of the two conditions was mentioned only occasionally in older 
reports, the accumulation of cases now indicates that the con- 
currence is not due alone to chance but belongs, like the cataract 
of old persons with mongolism, to the facultative characteristics 
of mongolian imbecility. The occurrence must, of necessity, be 
infrequent, since conical cornea is rare in young persons. It 
usually develops at about the age of puberty or shortly after; 
the majority of children with mongolism do not reach the age 
of puberty. The association of conical cornea with mongolism 
raises questions. In both conditions an endocrine disturbance, 
possibly polyglandular, may be operative, either primary or 
as a result of a general developmental abnormality in the 
germ plasm. The occurrence of conical cornea in cases of 
mongolism permits the conclusion that the nonhereditable form 
of keratoconus must be associated with endocrine imbalance 
characteristic of mongolism and that in the complex transmission 
of the anomaly the genetic factors may influence the cornea 
directly or through a possible inherited dysfunction of the 
endocrine glands. 


Archives of Surgery, Chicago ' 
57:1-184 (July) 1948 


*Physiologic Studies on Stomach of Woman with Gastric Fistula. R. J. 
Crider an M. Walker.—p. 1 

Effect of Intravenously Administered Amino Acids on Stomach of 
Woman with Gastric Fistula. R. J. Crider and S. M. Walker.—p. 10.- 

*Complete Stricture of Extrahepatic Bile Ducts: External Hepaticostomy 
Followed by Spontaneous Hepatoduodenal Fistula. W. Walters and 
C, P. Marvin.—p. 

Chemical Studies on Experimental Hepatic Congestion in Dog. D. 
Kershner, T. C. Hooton and Wilhelmina G, Feinberg.—p. 24. 

Relaxation of Gastric Mucosa Producing Pyloric Obstruction. A. Zacho. 


—p. 45. 

*Chronic Pancreatitis Causing Complete and Incomplete ne of 
Common Bile Duct. M. Behrend and A. Behrend.—p. 

Leiomyosarcoma of Stomach: Review of 16 Cases and 7 ll of Case 
of Multiple Leiomyosarcomas of Stomach. C. P. Marvin and W. 
Walters.—p. 62. 

Surgical Problem of Periampullary Cancer. G. T. Pack and R. J. 

ooher.—p. 71. 

Effect of Exclusive Parenteral Feeding on Closure of Pancreatic Fistula: 
Study Made After Duodenopancreatic Resection for Carcinoma of 
Ampulla of Vater. P. O. Thomas and C, A. Ross.—p. 1 

Phosphatase Activity in Blood Serum, — and Soft Tissues Following 
Fracture in Cat. E. M. George.—p. 

Solitary (Unicameral) Bone Cyst. A. G. _ ae B. L. Coley and N. L. 
Higinbotham.—p. 137. 

Mixed Tumor of Bridge of Nose. J. Rabinovitch, D. Grayzel and 
S. Achs.—p. 148. 

Dermoid Cysts and Teratomas of Mediastinum with Unusual Features. 

Maier.—p. 154. 


Arthrodesis of Tarsal Bones: Study of Failure of Fusions. Z. B. 
Friedenberg.—p. 162. 

Trigeminal Tractotomy: Observations on 48 Cases. W. B. Hamby, 
B. M. Shinners and Ina A. Marsh.—p. 171. 


Studies on Stomach of Woman with Gastric Fistula. — 
Crider and Walker point out that the circumstances which 
permit direct observation of the interior of the human stomach 
are rare, only 4 such cases having been described up to now. 
The possibility that physiologic activity in the stomach of the 
female may differ from that observed in the male is suggested 
by the strikingly greater incidence of duodenal and gastric ulcer 
(a 4 to 1 ratio) reported for males. The authors took advantage 
of the opportunity to study the interior of the stomach of a 
young woman who had undergone gastrostomy. Recordings were 
obtained of the motility of the antral region. The secretion of 
the stomach was allowed to flow out of the fistula by gravity 
and was collected in a glass beaker. The gastric juice was 
analyzed for combined and free hydrochloric acid, pepsin and 
bile; the general character of the secretion was noted, and 
subjective sensations such as hunger pangs and heartburn were 
recorded. The color of the mucosa was observed. A cyclic 
motility was observed. The interval between cycles and the 
magnitude of contractions varied considerably. Two types of 
contraction were seen, i.e. a basic kneading type and a 
peristaltic type. A cyclic type of motility at the cardiac sphincter 
was noted. Under standard conditions, with the patient fasting 
and in a happy and cooperative mood, a moderately active, 
secreting stomach with a relatively red mucosa was observed. 
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Anger, resentment, fear and anxiety were associated with 
decreased motility and secretion of the stomach and with 
blanching of the mucosa. It was also noted that the secretion 
had a lower hydrochloric acid content. Heartburn, nausea, 
retching and a reflex of bile-stained secretion were caused by 
mechanical stimulation in the region of the cardiac sphincter. 
Menstruation did not have any appreciable effect on the behavior 
of the stomach. Periods of sleep appeared to have little effect. 
Painful stimuli caused a pronounced increase in the motility of 
the stomach but had little effect on the secretion or on the 
color gradient. The absence of hypersecretion and hypermotility 
under conditions of sustained emotional tension in this patient 
was in striking contrast to their presence in male patients 
previously studied. 

Stricture of Bile Ducts: 
Followed by Spontaneous Hepatoduodenal Fistula.— 
Walters and Marvin of the Mayo Clinic report 6 cases of 
complete stricture of the extrahepatic bile ducts in which 
external hepaticostomy was followed by the spontaneous devel- 
opment of a hepatoduodenal fistula. In 5 of these cases no 
effort was made to create an anatomic condition which would 
favor the development of such a fistula. A rubber catheter was 
sutured into the intrahepatic duct to create an external biliary 
fistula in the first 2 cases. It was the intention of the surgeon 
to transplant the fistulous tract into the intestine at a later date, 
but a fistula developed between the bile duct and the intestine 
in the interim. Owing to the gratifying result obtained in these 
cases, Walters decided to use a similar surgical procedure in 
the next case of complete stricture of the extrahepatic bile 
ducts in which an anastomosis could not be effected between 
a patent bile duct and the intestine. A slight modification of 
the technic was employed in case 6. In this case the duodenum 
was brought up and sutured to the under side of the liver. The 
sutures were tied tightly. It was hoped that this would produce 
necrosis which would favor the development of a hepatoduodenal 
fistula. It was expected that this modification might assist in 
the development of a fistula into the duodenum, which it did. 
Unfortunately the fistula closed after the removal of a catheter 
from the sinus tract. In 5 of the 6 cases the patients have had 
few, if any, symptoms of biliary obstruction for periods ranging 
from six months to eight years after the operation. 


Pancreatitis Causing Obstruction of Bile Duct.—After 
commenting on the rarity of chronic pancreatitis and on the 
difficulty of differentiating it from carcinoma of the pancreas, 
the Behrends review the literature on the condition and discuss 
etiologic factors, the symptomatology, the diagnosis and treat- 
ment, and present histories of 10 cases. Only '1 of the 10 patients 
reported had stones in the gallbladder. This is characteristic, 
stones in the biliary tract being exceptional in the presence of 
chronic pancreatitis. All except 2 of the patients had jaundice. 
The first patient treated by the authors was subjected to 
choledochostomy, with T tube drainage. Five underwent 

In 1 case a choledochod t 
was performed, and ‘in another cholecystojejunostomy was 
followed by choledocl In all cases the pancreas 
was hard, and it was “most difficult to differentiate between 
chronic pancreatitis and carcinoma. If patients operated on live 
over five years, this fact can be taken as reasonable evidence 
that cancer of the pancreas or of the papilla of Vater was 
not present. All but 1 of these patients lived for five years or 
more in good health. The authors stress the following points: 
1. Chronic pancreatitis may cause complete or incomplete 
obstruction of the common bile duct. 2. The cause is still 
undetermined. 3. There may be some connection between 
congenital fibrocystic disease of the pancreas and chronic 
pancreatitis. 4. The symptoms are not always suggestive of 
pancreatic disease, but may simulate those of cholelithiasis or 
those of carcinoma of the head of the pancreas. 5. Jaundice 
may or may not be present in chronic pancreatitis. 6. The 
diagnosis of chronic pancreatitis is difficult to establish, even 
after the abdomen has been opened. 7. It is necessary to 
differentiate between chronic pancreatitis and carcinoma of the 
head of the pancreas. 8. When there is doubt, a biopsy should 
always be made; an internal anastomosis is preferred to the 
use of the T tube after a choledochostomy. 
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Bulletin of Johns Hopkins Hospital, Baltimore 
84:101-194 (Feb.) 1949 


Recent Pr in Treatment of Hepatic Disease. O. D. Ratnoff. 
—pPp. 
Myoclonus 

WwW orse 2nd.—p. 
Observations on it ee “Method of Determining Renal Plasma Flow 

with Diodrast, Para-Aminohippuric Acid and Para-Acetyl-Aminohip- 

puric Acid. E. Newman, A. Kattus, A. Genecin and others.—p. 135. 
Case of Squamo-Basal Cell Carcinoma. ayne. 


2 Cases with Pathologic Findings. 


169. 
Gunter’ s Disease with Thrombocytopenia, Instance of Selective Hyper- 
splenism. F. W. Davis, A. Genecin and W. E. Smith.—p. 176. 


Bulletin New York Academy of Medicine, New York 
25:65-132 (Feb.) 1949 


Thoughts on Medical History and Libraries~—1847 and 1947. 
Larkey. —p. 65 

Advances in Our Knowledge Concerning Etiology and Treatment of 
Hematologic Disorders. C. C. Sturgis.—p. 84. 

Critique of Present Status of Psychotherapies. R. e Knight.—p. 100. 

Safeguards in Use of New Drugs. A. Smith.—p. 115. 

Medicine Under Hitler. G. Rosen.—p. 125. 
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California Medicine, San Francisco 
70:87-156 (Feb.) 1949 


Hodgkin’s Disease: Clinical-Pathologic Review of 150 Cases. 
Bostick.—p. 87. 

Palliative Treatment of Prostatism. R. W. Barnes and Claire E. Heit- 
man,— 3. 

Unilateral Paralysis of Eye Muscles Associated with Intracranial Sac- 
cular Aneurysms. E. Boldrey and E. R. Miller.—p. 96. 

Adoption Procedures in California: What Pedelnna Should Know 
About Them. J. V. Campbell.—p. 99. 

Significance of Some Mental Disturbances During Convalescence from 
Surgical Operations, J. G. Rushton.—p. 101, 

Surgical Treatment of Myasthenia Gravis. W. H. a4 Jr.—p. 104. 

Superficial Epithelioma of Covered Parts of Body. W. B. F. Harding. 

. 108. 


W. L. 


The Obetetrician’s Responsibility in Infant Mortality. T. F. Bell. 
114. 
Persistent Self-Mutilation Following Surgical Procedures. P. A. Gliebe 
and L. Goldman.—p. 1 
Simplified Method of Making Color Photographs of Oral Lesions. F. A. 
ooy.—p. 121. 
Roentgen Therapy of Rheumatoid Spondylitis. N. M. Spishakoff and 
B. V. A. Low-Beer.—p. 124. 


Canadian J. of Research. Medical Sciences, Ottawa 
26: 295-372 (Dec.) 1948. Partial Index 


Studies on Amebiasis in Canada. Part II. Method for Obtaining Viable 
Cysts of Entamoeba Histolytica Free from Bacteria. M. J. Miller and 
W. R. Firlotte.—p. 299. 

Some Effects of Administration of Thorium Nitrate to Mice. S. J. 
Patrick.—p. 303. 

“Drop Plate” ig of Counting Viable Bacteria. R. W. Reed and 
G. B. Reed.—p. 317 

i of “Drop” and “Pour” Plate Counts of Bacteria in Raw 

J. J. R. Campbell and J. Konowalchuk.—p. 327. 
Shae Growth of Bacteria on Cellophane. G. B. Reed and D. G. 

McKercher.—p. 330. 

Methods for Determination of Distribution of Radioactive Phosphorus 
Among Phosphorus-Containing Constituents of Tissues. J. A. Me- 
Carter and Ethel L. Steljes.—p. 333. 

*Assessment of Hospital Diets. G. Hunter, J. Kastelic and M. Ball. 

—p. 347. 

Assessment of Diets: Analysis Versus Computation from Food Tables. 
G. Hunter, J. Kastelic and M. Ball.—p. 367. 

Growth of Bacteria on Cellophane.—Reed and McKercher 
describe a method for the cultivation of bacteria on the 
surface of sheets of cellophane spread over layers of absorbent 
material such as cotton saturated with any fluid medium. The 
method has proved to be useful in preparing suspensions of 
bacteria reasonably free from contamination by the culture 
medium. 

Assessment of Hospital Diets.—Hunter and his associates 
undertook an investigation to ascertain the nutritional adequacy 
of twelve hospital diets. All diets were collected at the 
Edmonton Hospital by a trained dietitian and assayed in the 
laboratory for vitamin A and carotene, thiamine, riboflavin, 
nicotinic acid, ascorbic acid, calcium, phosphorus, iron and pro- 
tein. The diets were found to be deficient in various respects, 
and particularly in the B vitamins, ascorbic acid and iron. There 
is no scientific evidence to support the belief that large amounts 
of vitamins hasten healing and regenerative processes except 
where there has been previous deficiency. The average con- 
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valescent patient therefore needs no more than the ordinary 
sedentary person. The authors feel that, as proper nutrition 
is a fundamental basis of health and patients are in a hospital 
to regain health, the general adequacy of a hospital diet should 
not be open to question. Where there is faulty nutrition in the 
local population, the hospital meals should be designed to 
counteract such conditions rather than perpetuate and even 
exacerbate them. 


Endocrinology, Springfield, Ill. 
44:109-210 (Feb.) 1949. Partial Index 
Technic of Organ Culture for Protracted Metabolism Studies. N. T. 
Werthessen.—p. 109 
Relationship of Temperature and Insulin Dosage to Rise in Plasma 
mino Nitrogen in Eviscerated Rat. Jane A. Russell and Marjorie 
Cappiello.—p. 127. 
Interval Between Normal Release of Ovulating sane ag and Ovulation 
in Domestic Hen. I. Rothchild and R. M. Fraps.—p. 134. 
Influence of Growth Hormone on Fasting Metabalism. Clara M. Szego 
and A. White.—p. 150. 
Early Effects of Testosterone Propionate of Seminal Vesicles of Castrated 
Rats. G. G. Rudolph and L. T. Samuels.—p. 190. 


Gastroenterology, Baltimore 
12:1-176 (Jan.) 1949 


Roentgen Examination of Defunctioned Colon After Ileostomy, with 
Special Reference to Safety and Practical Value of Thorium Dioxide 


as Contrast Medium. H. J. Shull, M. D. Schulz and C. M. Jones. 


—p. 1. 

Diverticula of Stomach: Report of Thirty Cases and Review “  emaed 
ture. C. H. Brown, R. P. Bissonnette and R. D. Albee.—p. 

*Chronic Recurrent Pancreatitis. I. Clinical and "Laboratory , 
R. O. Muether and W. A. Knight Jr.—p. 24. 

*Id. Il. Serial Serum Diastase Levels Following Prostigmine Stimulation. 
W. A. Knight Jr., R. O. Muether and Anne J. Sommer.—p. 34 

Effect of Vomiting Due to Intestinal Obstruction on Serum Potassium 
S. Bellet, C. S. Nadler, P. C. Gazes and Mary Lanning.—p. 49. 

Effect of Syntropan on Motor Activities of Human Gastrointestinal Tract 
and Gastric Acidity. S. H. Lorber and T. E. Machella.—p. 57. 

Abdominal Palpation as Aid to Gastroscopic Examination. O. A. 
quist.—p. 70. 

Observations on Clinical Course of Non-Specific Ulcerative Colitis. 
Z. Maratka and M. A. Spellberg.—p. 79. 

“Gamma Globulin in Treatment of Chronic Phase Infectious 
Hepatitis. W. Volwiler and J. B. Dealy Jr.—p. 

Validity of Laboratory Evidence in Diagnosis a "Sequelae of Acute 
Hepatitis. H. J. Tumen and E. M. Cohn.—p. 


Relation of Diet to Diverticulosis of Colon in A. J. Carlson and 
F. Hoelzel.—p. 


Effect of Experimental Devascularization on Gastric Mucosa. B. Holm, 

S. Boyarsky and T. G. Morrione.—p. 116. 

Results in Treatment of 374 Mann-Williamson Dogs. H. C. Saltzstein, 
J. Sandweiss, E. J. Hill and J. Hammer.—p. 122. 
Effect of Secretin on Bile Formation in Man. M. I. Grossman, H. D. 

Janowitz, H. Ralston and K. S. Kim.—p. 133. 

Clinical and Laboratory Aspects of Chronic Recurrent 
Pancreatitis —Muether and Knight report 58 patients, 28 
men and 30 women between the ages of 20 and 80, with 
chronic recurrent pancreatitis. The symptoms and physical 
findings during remissions were at best suggestive and never 
diagnostic. The persistence of abdominal pain, food intolerance 
and diarrhea, particularly when associated with exacerbations 
which subside on symptomatic treatment and when not associated 
with demonstrable disease in the gastrointestinal tract, liver or 
gallbladder, should suggest the presence of chronic pancreatitis. 
The serum diastase levels are diagnostically elevated during 
exacerbations and may remain elevated during remissions. Any 
reading above 200 units is definitely abnormal. Extremely low 
serum diastase level below 80 units may be seen in far advanced 
pancreatic disease. The glucose tolerance test, serum cholesterol 
and stool examination are of little aid in the diagnosis of 
chronic recurrent pancreatitis. 

Serum Diastase Levels in Chronic Recurrent Pan- 
creatitis.—Knight and his co-workers investigated the response 
of the serum diastase levels of 44 patients with chronic 
pancreatitis, of 22 patients with miscellaneous diseases in 
which it was believed that the pancreas was not involved and 
of 10 normal control persons to neostigmine methylsulfate. 
The serum diastase values were remarkably constant in normal 
controls and in patients without pancreatic disease after stim- 
ulation of the pancreas with neostigmine methylsulfate. When 
the pancreas was stimulated in patients with chronic pan- 
creatitis, abnormal serial diastase values were obtained, 
depending on the degree and type of damage as follows: In 
group 1, consisting of 21 cases, the fasting diastase values 
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were normal or elevated; after stimulation with neostigmine 
there was a progressive fall in the serial diastase values. This 
type of curve is indicative of pancreatic cellular disease without 
ductal or intrapancreatic obstruction. In group 2, consisting of 
15 cases, the high or normal fasting diastase value showed a 
slight rise after stimulation followed by a progressive fall tc 
values equal to or lower than the fasting level. This type 
of response indicates pancreatic cellular disease with an asso- 
ciated mild ductal obstruction. In group 3, consisting of 6 
cases, the fasting values were normal or elevated. Stimulation 
with neostigmine was followed by a progressive rise of the 
serial serum diastase values. This response indicates pancreatic 
cellular inflammation with persistent intrapancreatic obstruction. 
The fourth type of response was seen in 2 patients in which 
the process was so far advanced that the gland no longer 
responded to stimulation, yielding a low flat curve. Seven cases 
of carcinoma of the pancreas were studied. In 5 of them a 
high fasting diastase value was obtained which was followed 
by a progressive increase in the serial diastase level. This type 
of response is seen in patients in whom there are present 
pancreatic cells capable of secreting enzyme with complete 
obstruction to the flow of these pancreatic enzymes into the 
gastrointestinal tract. In the 2 remaining cases there were 
abnormally low fasting diastase values; on stimulation of the 
pancreas no change in the serial diastase values was observed, 
probably representing complete atrophy of the gland as a result 
of prolonged obstruction. 

Gamma Globulin in Epidemic Infectious Hepatitis.— 
Volwiler and Dealy treated 2 Army officers, aged 29 and 23, 
who had chronic epidemic infectious hepatitis, with 200 cc. 
of normal human serum gamma globulin administered intra- 
muscularly over a period of one month; 20 cc. was injected 
on alternate days for five doses; thereafter, 20 cc. was given 
twice weekly for another five doses. This schedule was planned 
so that a high titer of circulating antibody would be rapidly 
attained and subsequently maintained over a period of several 
weeks. This therapy did not alter the clinical pattern of the 
2 patients. If the chronic phase of hepatitis is perpetuated by 
the periodic release of active virus from the disintegrating 
necrotic parenchymal cells, the therapeutic ineffectiveness of 
even long-maintained passive immunity of this kind is not 
surprising when one considers the histologic features of this 
phase of epidemic hepatitis. In spite of the characteristic 
persistence of periportal and focal intralobular inflammation, 
actual necrosis of parenchymal cells is infrequent, and when 
present probably proceeds at a very slow rate. If live virus 
is contained within parenchymal cells, it is probably beyond 
the reach of the circulating antibody. 


Iowa State Medical Society Journal, Des Moines 
39:1-42 (Jan.) 1949 


Quinidine Therapy. H. B. Burchell.—p. 1. 

Mumps Encephalitis. P. D. Knott.—p. 3. 

Diagnosis and Treatment of Blepharoconjunctivitis. J. H. ace ge 

Radium in Treatment of Nasopharyngeal Tissue H. 
yler.— 


~~ - 
Care of a Infants in Small Hospital. Maryelda Rockwell. 
12. 


39:43-90 (Feb.) 1949 
*“What Can the General Practitioner Do for the Nervous Patient? W. C. 
lvarez.—p. 43. 

Surgical Treatment of Gastric Lesions. 
Etiology and Treatment of Uveitis. A. E. Braley.—p. 53 
Serous Otitis Media. R. C. Carpenter.—-p. 57. 
Possible New Therapy for Acrodynia. C. J. Baker.—p 
Spinal Cord Tumor: Report of Case. M. J. Foster ol ow. M. Block. 

—p. 63 

The Nervous Patient and the General Practitioner.— 
Alvarez shows that although the family physician is frequently 
helped in making a diagnosis by knowing the patient and his 
background, the average physician does not think often enough 
of a neurosis. Physicians sometimes fail to recognize a neurosis 
among their own relatives. The author deplores that professors 
in medical schools are much too inclined to neglect the neuroses 
and to demonstrate in the amphitheater examples of only the 
most rare and bizarre organic diseases. The teacher should 
remember that his students will rarely, if ever, see or recognize 
one of these diseases. What they will see every day will be 
nervous men amd women with negative reactions to tests and 


C. J. Mikelson.—p. 50. 
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all sorts of distress everywhere: backaches, headaches, dys- 


menorrhea, flatulence, fatigue and lack of energy. One of 
the bad features of medical practice today is that physicians 

so often try to diagnose neurosis only by exclusion. A patient 
is put through all the tests, and if negative reports are obtained, 
a neurosis is diagnosed. The disadvantage of this procedure is 
that in tests slight abnormalities may be disclosed which have 
nothing to do with the illness, but which satisfy the examiner 
and lead him to conclude that the diagnosis is made; the real 
disturbance, however, goes on unrecognized and unrelieved. The 
author warns against trying to make a diagnosis from one 
test and against placebos of diagnosis such as low blood sugar, 
low blood calcium, floating kidney and the like. The way the 
history is told frequently differentiates the patient with organic 
lesions from the nervous patients in whom the disorder is 
functional. The author cites syndromes that are always func- 
tional in nature, giving particular attention to migrainous 
disorders, and to gastrointestinal distress not related to meals 
or defecation. 


Journal Industrial Hygiene & Toxicology, Baltimore 
31:1-65 (Jan.) 1949 


Toxic Properties of Xylidine and Monoethylaniline: I. Comparative 
Toxicity of Xylidine and Monomethylaniline when Administered Orally 
or Intravenously to Animals or Applied on Their Skin. J. F. Treon, 
W. B. Deichmann, H. E. and others. —P. 1. 

Toxicity and Potential Dangers of Cy itramine (RDX). 
W. F. von Oettingen, D. D. Donahue, H. Yagoda and others.—p. 21. 
Experimental Studies on Action of Silica Gel Catalyst Administered to 
Guinea Pigs by Inhalation. a U. Dernehl, C. A. Nau, T. M. Frand 

and H. W. Neidhardt.—p. 

Pneumoconiosis from Fuller’s Earth: Report of Case with Autopsy Find- 
ings. H. O. Tonning.—p. 

Intervertebral Disk Injury: Analysis of 113 Industrial Cases. H. C. 
Marble and W. A. Bishop.—p. 

Maximum Allowable Concentrations of Atmospheric Impurities. P. Drinker 
and W. A. Cook.—p. 51. 

Penetration of Air-Borne Particulates Through Human Nose. II. H. D. 
Landahl and T. Tracewell.—p. 55. 

Range-Finding Toxicity Data, List III. H. F. Smyth Jr., C. P. 
Carpenter and Carrol S. Weil.—p. 60. 


Journal of Lab. and Clinical Medicine, St. Louis 
34:151-296 (Feb.) 1949 


*Hemophilia-Like Disease in Women: Report of 2 Cases. J. S. Hewlett 

and R. L, Haden.—p. 151. 
on Its Relationship to Immunologic Processes in 
t. AS G. Craddock Jr., W. N. Valentine and J. S. Lawrence. 


Study of Cholinesterase Activity in Blood of Patients with Hematologic 
Disease. A. Sawitsky, M. Rowen and L. M. Meyer.—p. 178. 

In Vitro Effects on Gram-Negative Bacteria of Streptomycin Combined 
with Penicillin and/or Sulfadiazine. E. J. Pulaski and H. J. Baker. 
—p. 186. 

*T. fbn Vaccine: Studies on Human Volunteers. H. H. Muntz, H. M. 
Powell and C. G. Culbertson.—p. 199. 

Spontaneous and Induced Glomerulonephritis in Inbred Strain of Mice. 

Kirschbaum, E. T. Bell and J. Gordon.—p. 209. 

Streptococcus Viridans Endarteritis of Arteriovenous Aneurysm: Cured 

by Penicillin and Surgical Excision. M. Statland and T. G, Orr. 


Resistance of Recently Healed Excisional Ulcer of Stomach to Histamine- 
Induced Ulcer. E. H. Hale and M. I. Grossman.—p. 228. 

Concentration of Free Valine, Tryptophane and Histidine of Plasma of 
Young and Old Individuals, Determined with Microbiologic Method. 

. Ackermann, Lilli Hofstatter and W. B. Kountz.—p. 234. 

Studies on Human Subjects Receiving Highly Agenized Food Materials. 
G Newell, T. C. Erickson, W. E. Gilson and others.—p. 239. 
Comparison of Bromsulfalein and Rose Bengal Tests. L. Monroe and 

J. Hopper Jr.—p. 246. 

Observations on Histamine Content of Cerebrospinal Fluid in Man. 
Jackson and B. p. 

Metabolism of Uric Acid, Glutathione and Nitrogen, and Excretion of 
“11-Oxysteroids” and i7- Ketosteroids During Induction of 
in Man with Pituitary Adrenocorticotropic Hormone. J. W. Conn, 

Louis and Margaret W. Johnston.—p, 255. 

Intentional Isoimmunizations Against Antigen D (Rho). R. K. Waller, 


Hemophilia-like Disease in Women. — According to 
Hewlett and Haden, it has never been conclusively determined 
whether hemophilia can occur in women, although a few 
cases which clinically resemble hemophilia have been reported 
in women. The authors present the histories of 2 such women 
whom they observed in recent years. The clinical picture in 
these 2 cases was similar to that found in true hemophilia, 
and the outstanding characteristic was the prolonged coagulation 
time of the blood. The coagulation time of recalcified 
plasma, which Quick believes pathognomonic for hemophilia, 


was positive in both patients. When normal citrated plasma 
was added to blood from one of the patients the coagulation was 
greatly accelerated. This is similar to the response of hemophilic 
blood to normal plasma. Tiselius protein fractionation revealed 
definite abnormality in the alpha-globulins in one patient and 
suggestive but not conclusive evidence of such abnormality in 
the second patient. The authors believe that these changes are 
significant. The possibility that some acquired change in the 
plasma protein pattern might be the basis for the coagulation 
defect in these patients is suggested. The defect seems similar 
to that found in hemophilia. 

Mumps Vaccine in Volunteers.—Muntz and his associates 
present data on the intracutaneous use of nonviable mumps 
vaccine on human volunteers, including medical students, nurses 
and patients at the Indiana University Medical Center. Two 
strains of virus were used, but no difference was found between 
the two strains. The strains were propagated on chick embryos. 
Vaccine was prepared from the heat-killed virus. Two com- 
plement-fixing units (0.1 cc. of vaccine) were injected intra- 
dermally. Hypersensitive reactions seemed to indicate previous 
contact with the virus in the subclinical or clinical forms. In 
addition, the same hypersensitivity developed after the first 
intradermal dose. The mumps vaccine given the volunteers 
served as an index of potential susceptibility to mumps, and 
a positive reaction implied a previous clinical or subclinical 
infection with the virus. The skin test dose caused significant 
rises in complement-fixing antibody titers and might possibly be 
a practical method of vaccination. Work is in progress to 
determine the optimal dose and route of administration. The 
vaccine caused no untoward reaction on human subjects. 
There is as yet no evidence that the immunity which the 
intradermal vaccine produces will be permanent. Follow-up 
studies of the volunteers will be necessary. The potential value 
of the mumps vaccine has, in part, been determined. The actual 
value of mumps vaccine _Temains as an unsolved problem. 
Long term gic-ef logic studies will be necessary. 


Military Surgeon, Washington, D. C. 
104:79-162 (Feb.) 1949. Partial Index 


*Debridement: “ages Stop Gap, or Essential Treatment. R. B. 
Pomerantz.—p. 

Method of — Fusion by Arthrodesis and Iliac Bone Grafts. A. A. 
Michele and T. C. Harper.—p. 90. 

Epidemiology of Primary Atypical Pneumonia: Analysis of Six Months 
Experience at Fort Lewis, Washington. R. A. Radke.—p. 113. 

Doctor-Patient Relationship. D. M. Banen.—p. 124 

a by Means of Tantalum Mesh. H. C. W. S. de Brun. 


Clinical Contribution of Veterans Administration Out-Patient Depart- 
ment to Teaching Program of Naval Hospital in Medical Center. 
J. Barrow, C. M, Herbert and C. C. Shaw.—p. 132. 

Bibra: 8 Following “Amateur Hypnosis,” Case Report. I. S. Dribben. 


PRS Bc Effect of Methyl Bis (B-Chloroethyl) Amine Hydrochloride. 

R. deR. Barondes and C. Lyons.—p. 138. 

Debridement: Obsolescent or Essential. — Pomerantz 
gives a description of debridement as it was practiced in an 
evacuation hospital during the recent war. He stresses that 
debridement properly done prevents wound sepsis, anemia and 
general morbidity. The advent of biotherapeutic agents does 
not make debridement unnecessary. Clostridial cellulitis is 
amenable to large doses of penicillin, but the more advanced 
myositis is not. Cases are described in which local injection 
was of value in the treatment of clinical clostridial cellulitis. 
The author also describes debridement in the presence of 
jaundice and following phosphorus burns. 


Psychosis Following “Amateur Hypnosis.”—Dribben 
presents the case of a youth, aged 17, who had been recently 
inducted and who was brought to the hospital in a state of 
acute excitement, with complete detachment, incoherence, con- 
fusion and disorientation. A group of enlisted men had been 
attempting mesmeric hypnosis for amusement, and one of them 
had succeeded in hypnotizing the patient but had been unable 
to “bring him back.” After a short period in the receiving 
office, the patient became less excited, and contact was restored, 
but he remained amnesic in respect to his own identity and to 
the incidents immediately prior to his hypnosis. The following 
morning there was a recurrence of the amnesia and confusion. 
He was then taken by his “buddies” to another hypnotist, who 
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attempted mesmerism with constructive suggestions. This pro- 
duced a temporary improvement. The same night, when he 
was brought back to the hospital, he was lethargic, detached, 
disoriented, confused and amnesic, particularly in regard to the 
hypnosis episode. Auditory hallucinations were noted. The 
lethargy and a mild detachment persisted. He developed an 
insight into the psychotic episode, and believed that it was 
caused by the hypnosis. Later he was separated from military 
service. This youth, who was constitutionally handicapped and 
had a schizoid diasthesis, reacted with psychosis to hypnosis by 
unqualified “amateur” mesmerists. 


New England Journal of Medicine, Boston 
240: 241-276 (Feb. 17) 1949 


Aureomycin in Treatment of Primary Atypical Pneumonia. M. Finland, 
H. S. Collins and E. B. Wells.—p. 241. 

Ovarian Neoplasms in Hermaphrodite. T. F. Corriden.—p. 247. 

*Right- or Left-Handedness: A Practical Problem. R. S. oe. —p. 249. 

Epidermoid Carcinoma Primary in Bartholin’s Gland. J. F. Curran Sr. 
and T. V. Healey.—p. 254. 

Medical Hazards Associated with Fish Industry 
J. B. Skinner and C. C. Maloof.—p. 256. 

Rubella (German Measles) and Congenital Deformities. C. Wesselhoeft. 

58 


in Massachusetts. 


Mesias of Thyroid Gland, with Myxedema. Severe Arteriosclerosis of 
Aorta and Mesenteric Vesselsi—p. 262. 

Ethmoiditis and Sphenoiditis. Thrombophlebitis of Cavernous Sinuses 
and Tributary Cerebral Veins. Venous Cerebral Infarction.—p. 267. 
Right and Left Handedness.—Eustis points out that the 

physician who is asked whether it is safe and wise to train 
an apparently left-handed child to use pencil and pen with 
his right hand can find good authority in the literature for 
almost any answer he may choose to give. Eustis believes that 
many apparently left-handed primary grade children may be 
successfully taught to write with the right hand. When writing 
begins they should al! be so taught, because the use of the 
right hand fits in better with the left to right direction of 
writing and also because it conforms to the custom of the 
majority and hence is easier psychologically. If, however, a 
child objects strenuously or shows signs of nervous strain, of 
which stuttering may be one, the attempt should be abandoned 
at once, and he should be allowed to use his left hand without 
criticism. Those who are taught to write with the left hand 
should be shown the proper position of the paper, which is 
slanted with the top border to the right instead of to the left 
as is usual. It is often necessary to drill them in the use of 
this position, since otherwise they are likely to imitate their 
right-handed neighbors. They should also be allowed to write 
with a slight backhand slant if they so prefer. 


New York State Journal of Medicine, New York 
49 : 225-336 (Feb. 1) 1949 


Value of Supplementary Protein Feeding in Aged and Chronically 
Infected Orthopedic Patients. A. Della Pietra —p. 263. 

Impotentia. J. G. Keshin and B. D, Pinck.—p. 269. 

Lymphadenopathy. S. E. Cohen and V. W. Bergstrom, 


Dexedrine ‘and Weight Reduction. E, P. Gelvin and T. H. McGavack. 
279. 


Visceral spveinannnnt in Multiple Myeloma. A. J. Gordon and J. Churg. 
—p. 

N. C. Foot.—p. 284. 

Coronary Disease in Women. S. Glotzer and H. Wolfer..—p. 287. 

Unusual Reactions to Tetanus Antitoxin. J. A. Mishkin.—p, 292. 

Clinical Pathophysiology of Therapeutic Exercises. H. Kraus.—p. 294. 

Surface-Active Solvents in Topical Antibiotic Therapy. E. J. Grace and 
V. Bryson.—p. 297. 

Papillary Tumors of the Thyroid Gland. G. H. Klinck Ir.—p. 302, 


49: 337-448 (Fel? 15) 1949 


Child Health Services in New York State. G. M. Wheatley.—p. 383. 
Supraspinatus Tendonitis Calcarea. J. V. Robbins.—p. 389. 

Common Errors in Pediatric Practice. H. Bakwin.—p. 391. 

Recent Contributions to Diagnosis and Treatment of Pertussis. 
Bradford.—p. 397. 

*New Developments in BCG Vaccination. K. E. Birkhaug.—p. 401. 
Abdominal Surgery in Infancy and Childhood. E. J. Donovan.—p. 407. 
Cooperative Program in Restaurant Hygiene. M. H. Thompson.—p. 414. 
Importance of Vasoconstriction in Treatment of Acute and Chronic 

Maxillary Sinusitis. A. R. Everett.—p. 417. 
Visceral Activity in Small Bowel Perforation. B, J. Ficarra.—p, 420. 


BCG Vaccination.—According to Birkhaug, the New York 
State Department of Health and the Medical Society of the 
State of New York recommend that BCG immunization be 
used extensively in tuberculin-negative reactors in groups of 
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occupationally exposed persons, such as nurses, medical students 
and hospital personnel; in population groups with high tuber- 
culosis morbidity and mortality, and where there has been a 
known exposure to tuberculosis or where an exposure is likely 
to occur, as in the households of patients returning home from 
hospitals or sanatoriums. For the present, the vaccine will 
not be distributed generally. 


Occupational Medicine, Chicago 
§:607-826 (June) 1948 
Occupational Health in Finland. L. Noro 607. 
Health Costs of Urban Air Pollution. C. < ‘Mills and Marjorie Mills- 
Porter.—p. 614. 
Prevalence of Disabilities Among Government Employees. <A. Tish. 
—p. 634. 
Occupational Health Service in Industry: Program for Meeting Nursing 
Needs of Larger Plants. Elizabeth Andrews.—p. 640. 
Infectious Mononucleosis and the Occupational Physician: 
Literature and Analysis of Twelve Cases. 
. A. D’Alonzo.—p. 647. 
Value of Industrial Medical Program. K. M. Morse.—p. 656. 
*Berylliosis: Acute Pneumonitis and Pulmonary Granulomatosis of 
Beryllium Workers. W. Machle, E. Beyer and F. Gregorius.—p. 671. 
*Pathologic Aspects of Acute Pneumonitis and Pulmonary Granulo- 
matosis in Beryllium Workers. A. J. Vorwald.—p. 684. 
Roentgenologic Manifestations of Pulmonary Changes Due to Exposure 
to Beryllium Compounds. S. A. Wilson.—p. 690. 
Fume Exposure in Manufacture of Alumina Abrasives: Review of 
Associated Physical and Chemical Factors. C. M. Jephcott —p. 701. 
Pulmonary Changes Encountered in Employees Engaged in Manufacture 
of Alumina Abrasives: Pathologic Aspects. A. R. Riddell.—p. 710. 
Id.: Clinical and Roentgenologic Aspects. C. G. Shaver.—p. 718. 
Human Hazards in Industrial Employment. W. N. Kemp.—p. 729. 
Health Hazards from Lead Paint and Zinc Chromate Paint: Incidence 


in Modern Construction, Maintenance and Scrapping of Ships. E. W. 
Brown.—p. 7 


Multivitamin Capsules and Health of Workers in Trinitrotoluene. H. L. 
eed, L. C. McGee and A. McCausland.—p. 759. 
Report of the Council on Industrial Health, C. M. Peterson —p. 765. 
Berylliosis.—Machle and his associates define berylliosis as 
a general disease characterized clinically by pulmonary insuf- 
ficiency and with the major pathologic changes in the lung. It 
results from the inhalation of finely divided beryllium com- 
pounds. The characteristic lesion is a granuloma, like that 
seen in sarcoidosis. The major clinical syndromes associated 
with exposure to beryllium are: conjunctival irritation, irrita- 
tion of the upper respiratory tract, dermatitis, subcutaneous 
granulomas, acute berylliosis and chronic berylliosis. There is 
a wide range in the pattern—from a case in which the patient 
dies with symptoms of a violent acute pneumonitis two weeks 
after onset, to a case in which the patient has roentgenographic 
evidence of disease six years after termination of exposure but 
is without clinical disability. An attack of acute disease has 
been followed two years later by the onset of chronic berylliosis, 
and gradations of intermediate degree occur. The differentiation 
between acute and chronic pulmonary disease is purely arbitrary. 
Diagnosis on the basis of the physical findings is not pos- 
sible. The symptoms and signs, however, taken together with 
the characteristic onset and course, plus a history of exposure, 
may lead to presumptive diagnosis. Sarcoidosis, erythema 
multiforme, periarteritis nodosa, chronic pneumonia, miliary 
tuberculosis, mediastinal lymphoma, lymphangitic spread of 
carcinoma, mitral stenosis, Hodgkin’s disease, moniliasis, other 
fungous disease of the lungs and the pneumonoconioses may 
all simulate berylliosis. The fatality rate has been estimated 
at 20 per cent. In situations where sizable groups of cases 
occurred, fatality rates ranged from 10 to 26 per cent. The 
prognosis in the individual case must be based on the type of 
onset, course and severity. The best treatment is supportive. 
The pulmonary insufficiency often requires use of oxygen. In 


Survey of 
. H. Gehrmann and 


‘the cases of mild disease, general supportive treatment with 


exercise to limit of comfort is indicated; in the cases of severer 
disease, rest in bed and continued oxygen therapy are necessary. 
In several cases, penicillin-streptomycin aerosol therapy was of 
value in dealing with intercurrent infections, but did not alter 
the course of the underlying disease. Specific treatment designed 
to aid in the elimination of beryllium, such as BAL and 
solubilizing agents, was without effect. Prophylaxis is now a 
major concern of industries handling beryllium. 

Pulmonary Disease in Beryllium Workers.—Vorwald 
says that the pathologic aspects of the disease seen in beryllium 
workers are confined principally to the lungs and _ tracheo- 
bronchial lymph nodes. Two distinct types of change are recog- 
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nized: (1) the acute form, which resembles a pneumonic process, 
attended by edema, hemorrhage and exudate, but without the 
polymorphonuclear ieukocytic response that accompanies an 
acute infectious process, and (2) the chronic form, which is 
characterized by the presence of a diffuse pulmonary reaction 
and scattered granulomatous lesions throughout both lungs. 


Pediatrics, Springfield, Ill. 
3:129-276 (Feb.) 1949 


Disturbances of Water and Electrolytes in Infantile Diarrhea. D. C, 
Darrow, E. L. Pratt, J. Flett Jr. and others.—p. 129. 
Sepsis of Obscure Origin in Newborn. W. A. Silverman and W. E, 
Homan.—p. 157. 
Following Epidemic Parotitis 
ild. R. Scott and R. P. Crawford.—p. , 
Pen-os Immunization Against Diphtheria, Tetanus and Pertussis in 
Newborn Infants: II. Duration of Antibody Levels. Antibody Titers 
After Booster Dose. Effect of Passive Immunity to Diphtheria on 
Active Immunization with Diphtheria Toxoid. P. A. di Sant ’Agnese. 


Report of Case in 
177 


—p. 181. 

Program to Foster Adjustment in Young Children. Katherine E. 
Roberts and C. A. Aldrich.—p. 195. 

Hypertension in Embryoma (Wilms’ Tumor). J. G. Hughes, H. Rosen- 
blum and L. G. Horn.—p. 201. 

Vaccination as Primary Contact with Influenza A and B Viruses. 
V. Nicholas and W. Henle.—p. 208. 

Epidemic of Infectious Lymphocytosis with here 
J. D. Kaster, E. A. Gecht and G. L. Lembert.—p. 
Recovery from Complete Heart Block in Diphtheria. ‘ae Allen Engle. 

—p. 222. 


Rae 


G. Peterman, 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 
69: 395-620 (Dec.) 1948. Partial Index 


Electrophoretic Changes in Plasma Proteins in Patients with Pneumo- 
coccic Infections. R. A. Bruce and E. L. Alling.—p. 398. 

Effects of Albumin on Hypoalbuminemia in Pneumococcic Pneumonia. 
R. A. Bruce and E. L. Alling.—p. 404. 

Does Administration of Diethylstilbestrol to Pregnant Women Result in 
Increased Output of Urinary Pregnanediol? M. E, Davis and N. W. 
Fugo.—p. 436. 

Age Factor in Estrogen-Induced Breast Cancer of Mice. 
and Ruth Silberberg.—p. 438. 

we of Adrenal Corticoids in Sweat. 
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M. Silberberg 
J. Nichols and A. T. Miller 


Comparison of Penicillin G and A Biosynthetic Penicillin with Regard 

to Diffusion Into Cerebrospinal Fluid. W. P. Boger and W. W. 
Wilson.—p. 458. 

In Vitro Studies of Aureomycin, New Antibiotic Agent. 
Bliss and Caroline A. Chandler.—p. 467. 


Eleanor A. 


Bactericidal Action of Streptomycin-Penicillin Mixtures in Vitro. Anna_ 


C. Nichols.—p. 477. 
Come Fixation Test for Dengue. 
Eiied cf of Progesterone Compound on Growth of Transplanted Granulosa 
Cell Tumor. E. £. Clifton and Shih-cheng Pan.—p. 516. 
Simple Technic for Counting Megakaryocytes. E. E, Osgood.—p. 590. 
*Isolation of Brucella from Apparently Healthy Individuals. E. V. 
McVay, Frances Guthrie, I. D. Michelson and D. H. Sprunt.—p. 607. 
Isolation of Brucella from Apparently Healthy Persons. 
—McVay and his associates point out that in recent years 
the isolation of Brucella organisms from cases of Hodgkin's 
disease has caused considerable discussion. The confirmation of 
this finding in their laboratory and the statements in the 
literature that these organisms could be isolated from patients 
with various infections led the authors to seek an explanation. 
Since Brucella organisms are known to multiply in macrophages 
and fibroblasts, it was thought that cultures of enlarged prostates 
and fibrosed fallopian tubes might reveal the presence of 
these organisms. At present 34 prostates have been cultured. 
From these cultures Brucella abortus has been isolated in 2 
instances and Brucella melitensis in a third. Forty-three fallopian 
tubes have been similarly studied. From one of these Br. 
melitensis has been isolated. Although none of the patients 
from whom Brucella organisms were obtained had any unusual 
symptoms prior to operation, a review of their histories revealed 
in all 4 cases a history of country life and contact with cows 
and other farm animals. In 1 instance the patient had been 
in contact’ with an animal infected with brucellosis. In all 
cases there was a history of the consumption of raw milk. All 
of the patients had a clinical record of illnesses compatible 
with brucellosis. None of these illnesses, however, had occurred 
in recent months. The serum of all 4 patients lacked agglutinins 
for Brucella, while their skin gave strongly positive reactions 
with Brucella antigen. 
endemic, at least in certain parts of the world, and that the 
organisms may be carried by a number of avparently healthy 
persons. 
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Puerto Rico J. Pub. Health & Trop. Med., San Juan 
24:105-200 (Dec.) 1948 


Leptospirosis in Puerto Rican Wild Rats. J. H. Rust.—p. 105. 

Incidence of Filariasis Bancrofti in Government Institutions for Chil- 
dren in Puerto Rico. J. F. Maldonado, Hernandez Morales, I. Fox 
and C, J. Thillet—p. 121. 

San Juan Bay and Adjacent Waters: Preliminary Report of Pollution 
Survey. J. Rivera Leon, N. Biaggi and R. Pirazzi Rexach.—p. 150. 

Canine Leptospirosis: First Report - Leptospirosis Canicola in Dog 
in Puerto Rico. C, I. Boyer Jr., G. J. Dammin and F., M. Reyes. 
—p. 177 


Tennessee State Medical Assn. Journal, Nashville 
42:1-36 (Jan.) 1949 


Doctors Asked to Fight Socialized Medicine: Termed Threat to All— 
eeting Hears Some Criticism of Medical Profession. C. Porteous. 
1, 


Poliomyelitis Fee Schedule Adopted. J. C. Overall and others.—p. 13. 

Fluorides in Preventive Medicine. C. L. Sebelius.—p. 16. 

Five-Year Review of Carcinoma of Cervix Uteri. E. W. Williams, 
G. S. McClellan and H»C. Francis.—p. 21. 


42:37-74 (Feb.) 1949 
Socialized Medicine. E. Kefauver.—p. 37. 
Industrial Health Is Not Unilateral Responsibility. Jean Spencer Felton. 
—p. 39, 
Early Neurosurgery in Nashville and Its Environs. C, Pilcher.—p. 45. 
Intussusception in 1831. O. H. Wilson.—p. 53. 


Union Médicale du Canada, Montreal 
78 :129-252 (Feb.) 1949 


Modern Concepts of Renal Physiology. E. V. Newman.—p. 133. 

Importance of Disturbances of Utero-Ovarian Function for Incidence, 
Development and Course of Pulmonary Tuberculosis in Women; 
Therapeutic Conclusions. J. Albert-Weil.—p. 154. 

Personal Contribution to Study of Treatment of Rheumatoid Arthritis 
with Gold Salts. L. Mantha.—p. 162. 

Necessity of Close Collaboration Between Practitioners and Clinical 
Specialists in Treatment of Cancer. P. Brodeur.—p. 182 

Cancer of Thyroid Gland. R. E. Valin.—p. 184. 

Cure of Cancer by Mixed Treatments; Cancer of Kidney, of Bladder, of 
Prostate and of Testes. P. Bourgeois.—p. 186. 

*Orchiectomy in Cancer of Bladder. A. Hebert.—p. 
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Cancer of Alimentary Canal and of Genital Organs in Children, J. E. 
Cabana.—p. 196, 


Intracranial Tumors. F. Charest.—p. 198. 
Cerebral Tumors in Children. J. L. Desrochers.—p, 203. 
Cancer of Urogenital Apparatus in Children. P. Bourgeois. —p. 206. 
Orchiectomy in Cancer of Bladder.—Hebert performed 
orchiectomy in 4 men aged 81, 49, 60 and 55 with cancer of 
the bladder. The patients presented hematuria, pollakiuria, 
vesical tenesmus and severe pain before the intervention. In 
the case of the patient aged 81 high voltage irradiation therapy 
had been practiced in vain for two weeks before the orchiectomy. 
The hematuria subsided within forty-eight hours after the 
orchiectomy, and the patient urinated every hour instead of 
every five minutes, as before the operation. He had no pain and 
less tenesmus. The patient died six months later from broncho- 
pneumonia, but he was free of urinary symptoms during these 
last months of his life. The patient aged 49 was given 5 mg. 
of diethylstilbestrol daily after the orchiectomy. He made a 
complete recovery and is perfectly normal two and a half years 
after the operation. The third patient, aged 60, was given high 
voltage irradiation therapy after the orchiectomy. One and a 
half years after the operation he has no urinary symptoms 
and the appearance of the bladder is normal with a capacity 
reduced to 150 cc. The fourth patient, aged 55, was operated 
on in June 1948, and it is still too early to draw. any con- 
clusions. Cancer of the bladder situated at the bottom and 
near the neck of the bladder shows a better response to 
orchiectomy combined with hormone therapy than cancer 
involving the periureteral region. Fulguration, excision of the 
tumor and deep irradiation therapy should be combined with 
orchiectomy and hormone therapy. 


West Virginia Medical Journal, Charleston 
45:35-52 (Feb.) 1949 


Multilocular, Chylous Cyst of Greater. Omentum: Its Occurrence in 
Three Year Old Child. R. H. Ewards and A. J. Villani.—p. 35. 

Lye Burns of Esophagus. W. F. Shirkey “ 37. 

Infarction of Appendices Epiploicae. J. D. German.—p. 41. 

Carcinoma of Jejunum: Report of Case. F. L. Blair.—p. 44. 
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British Journal of Ophthalmology, London 
33:67-130 (Feb.) 1949 
Fundus Dystrophy with Unusual Features (Late Onset and Dominant 
Inheritance of Central Retinal Lesion Showing Edema, Hemorrhage 


and Exudates Developing inte Generalized Choroidal Atrophy with 
Massive Pigment Proliferation). A. Sorsby and Mary E. Joll Mason. 
67 


Theoretical Plan of Method for Removing Non-Ferro-Magnetic Metallic 
Intra-Ocular Foreign Bodies by Means of Electro-Magnetic Forces. 
P. M. Endt and J. ten Doesschate.—p. 97. 

Notes on 221 Intra-Capsular Cataract Extractions Performed in Three 
by ae - Khairpur in 1947. H. Holland and R. W. B. Holland. 

Ocular Gociitleaions in Erythema Exudativum Multiforme with Mucous 

embrane Lesions (Pluriorificial Erosive Ectodermosis of Fiessinger 
and Rendu, Stevens-Johnson Disease, Baader’s Dermostomatitis). J. E 


Wolff.—p. 110. 
Conical Contact Lenses. G. D. McKellen.—p. 120. 


Post-Operative Security in Cataract Operation. T. G. W. Parry.—p. 128. 


British Medical Journal, London 
1:207-254 (Feb. 5) 1949 


*Tuberculosis at the Crossroads. C. O. Stallybrass.—p. 207 

Analysis of 200 Cases of oe Spondylitis. N. R. W. Simpson 
and C. J. Stevenson.—p. 214. 

Significance of Clubbing of Fingers. W. P. U. Jackson.—p. 216. 

*Case of Congenital Tuberculosis. J. W. Jordan and H. Spencer.—p. 217. 

Meat Ration and Blood Levels: Investigation of Indian Soldiers in 
Persia and Iraq, 1944. G. F. Taylor, P. N. Chhuttani and S. Kumar. 


—p. 219. 
Total Cystectomy. B. R. Sworn.—p. 221. 
1:255-292 (Feb. 12) 1949 


The Surgeon in Industry. H. E. Griffiths —p. 255. 

5,000 Consecutive Deliveries Without Maternal Death Due to Preg- 
nancy. N. Emblin.—p. 260. 

Statistical and Clinical Review of 107 Cases of Ectopic Gestation. 

. MacVine and Lees.—p. 

Endogenous Gas Gangrene ae Carcinoma of Colon: Report 
of Case. L. Wyman.—p. 

Enteritis Necroticans Due to Ciostrium Welchii Type F. J. Zeissler 
and L. Rassfeld-Sternberg.—p. 


1:293-332 (Feb. 19) 1949 
Cost of National Health Service. F. Roberts.—p. 
Peptic Ulcer in Glasgow: Hospital Survey. R. A 
Smith and L. D. W. Scott.—p. : 
The Diet, Hemoglobin Values, and 4% Pressures of Olympic Athletes. 
W. T. C. Berry, J. B. Beveridge, E. R. Bransby and others.—p. 300. 
Sjégren’s Disease, with Dryness of Bronchial Mucosa and Uncertain 
Lung Lesion. P. Ellman and F. P. Weber. ~~ _ 
Illness in General Practice. J. Pemberton.—p. 
Afebrile Cases of Melioidosis. R. Green and D. 3 “Mankikar. —p. 308. 
Tuberculosis at the Crossroads.—Stallybrass says that 
mortality from tuberculosis has always been regarded as one 
of the best indexes of the sanitary well-being of a community. 
In 1847 the English mortality from phthisis was 3,189 per 
million; nearly a century later the standardized death rate was 
528 per million, one-sixth of what it was in 1847. There is 
evidence that the great decline in tuberculosis mortality that 
occurred in the later two thirds of the nineteenth century was 
caused mainly by improvement in socioeconomic factors, of 
which the rise in the real value of wages is the best gage. This 
rise in value resulted from the increasing productivity of 
machines; it facilitated better nutrition and housing, and in 
the home it involved a lessened exposure of women, and more 
especially children, to infection. In recent decades sanatorium 
accommodations providing segregation for early cases has 
become increasingly effective in preventing the spread of tuber- 
culosis. However, family contacts and the infection of nurses 
still present serious problems in combating tuberculosis. The 
author suggests that vaccination with BCG or the vole Bacillus 
might meet the needs as a preventive for these two groups. 
Congenital Tuberculosis.—The case presented by Jordan 
and Spencer was that of a mother and her infant. During 
routine antenatal examination in October 1947 it was discovered 
that the woman had pulmonary tuberculosis. She was delivered 
in May 1948. The infant, a boy, was apparently healthy at 
birth, and was immediately separated from the mother, but at 
his twenty-second day he began to take his feedings poorly, 
was lethargic and had fever. The abdomen became distended 
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and jaundice appeared. The infant died thirty days after birth. 
Postmortem examination disclosed disseminated tuberculosis 
and caseous tuberculosis in the lymph nodes of the hilus of the 
liver. The postmortem examination of the mother, who died 
about three weeks after her delivery, revealed generally dis- 
seminated tuberculosis, tuberculous peritonitis and salpingitis 
and chronic pulmonary tuberculosis. The authors consider this 
case as one of congenital tuberculosis, because postmortem 
examination showed tuberculous lesions commensurate in size 
and distribution with intrauterine infection. Whether these 
were due to blood-borne infection through the umbilical vein or 
to ingestion of infected amniotic fluid is uncertain, but infection 
was more likely to have been through the former route, as 
the glands in the porta hepatis were those most enlarged. Post- 
mortem examination of the mother revealed active genital 
tuberculous lesions, which were certainly present during the 
latter part of the intrauterine life of the child. Immediate 
removal of the child from contact with the mother and failure 
to find tuberculous infection among members of the staff 
attending the child make it almost certain that the mother 
was the source of infection. 


Journal of Bone and Joint Surgery, London 
31-B:1-156 (Feb.) 1949 

Scientific Approach to Orthopedic Surgery. S. A. S. Malkin.—p. 5. 

Traction Injuries of Brachial Plexus in Adults. R. Barnes.—p. 10. 


Open Wounds of Brachial Plexus. D. M. Brooks.—p. 17. 
—s Approach to Supraclavicular Plexus Injuries. J. E. Bateman. 


—p?p. 
— , ee Injuries as Extension of Brachial Plexus Injuries. A .S. 
err.— 


—p. 37. 
Late Spinal Paralysis After Avulsion of Brachial Plexus. W. Penfield. 


A. M. 


p. 40. 

Treatment of — Paralysis After Brachial Plexus Injuries. 
Hendry.—p. 

Arthroplasty of Knee Joint: Late Results. J. E. Samson.—p. 50. 

a of Knee: Follow-up Study. J. S. Speed and P. C. Trout. 


3. 
eteathanenie Dislocation of Humerus. E. F. West.—p. 61. 
Premature Epiphysial Fusion at Knee Joint in Tuberculous Disease of 
Hip. W. Parke, G. S. Colvin and A. H. G. Almond.—p. 63. 
Retrosternal Dislocation of Clavicle. J. C. Kennedy.—p. 74. 
Fractures of Patella. J. C. Scott.—p. 76. 


Journal of Neurol., Neurosurg. & Psychiatry, London 


12:1-80 (Feb.) 1949 


pe > Bd Post Ischemic Paraesthesia. W. R. Merrington and P. W. 

athan.—p. 1. 

*Some Experimental and Clinical Observations on Anticonvulsive Action 

of Paraldehyde. FF. J. de Elio, P. G. de Jalon and S. Obrador. 
9 


19. 
Syncope and Seizures. J. Kershman.—p. 25. 
Intelligence of Patients with Friedreich’s Ataxia. D. L. Davies.—p. 34. 
Developmental Defects of Cisterna Magna and Dura Mater. E,. G. 


Robertson.—p. 39. 
Crushing Injuries to Skull: Clinical and Experimental Observations. 


W. R. Russell and F. Schiller.—p. 52. 
Platybasia: Case Report. Clara Mayerszky.—p. 61. 
Virus Diseases of Central Nervous System: Review. J. Gear.—p. 66. 

Anticonvulsive Action of Paraldehyde.—De Elio and his 
associates recently tried paraldehyde by intravenous injection 
in the treatment of convulsive states produced in the course 
of neurosurgical operations. The good results obtained have 
been the basis for an experimental and clinical study of this 
drug. The authors stress that the toxicity of paraldehyde is 
low. It can be injected intravenously in doses of up to 0.2 cc. 
per kilogram without ill effects. Large doses have a narcotic 
action. The motor responses of the cerebral cortex of the cat 
and human beings are greatly reduced or abolished by small 
doses of paraldehyde. Convulsive attacks produced in the 
course of neurosurgical operations by cortical stimulations are 
immediately stopped by paraldehyde. Paraldehyde reduces or 
abolishes for some minutes the spontaneous cortical activity of 
the cat. Convulsive discharges of the cortex elicited by penta- 
methyl trazol (metrazol®) disappear immediately with the 
injection of paraldehyde. The anticonvulsive action is also very 
striking in animals given injections of convulsant drugs. A dose 
of paraldehyde protects an animal against large doses of strych- 
nine and metrazol.® The anticonvulsive action appears also in 
the decerebrate and spinal preparations. Clinically, paraldehyde 
has been used in many cases to stop operative or postoperative 
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convulsions. The authors maintain that paraldehyde injected 
intravenously in doses of 0.05 to 0.1 cc. per kilogram is the best 
agent available to break up and stop a convulsive discharge. 
The dose may be repeated if necessary. 


Lancet, London 
1:209-248 (Feb. 5) 1949 


— ~ ow Based on 200 Cases. E. N. Allott and C. A. 
an.— 


*Intestinal strophy (Whipple’s Disease). 

Paulley.—p. 

Sita-Lumsden.—p. 217. 
Shigella Schmitzii Infection in Men and Apes. R. E. Rewell.—p. 220. 
*Plasma- Aes Level and Disappearance of Evans Blue from Blood- 

Stream. R. J. Rossiter.—p. 222. 

Suction Applied to Appendicectomy. J. Devine.—p. 223. 

Intestinal Lipodystrophy.—lIntestinal lipodystrophy was 
first described by Whipple in 1907; since then only about 25 
cases have been reported. Most patients have been middle-aged 
men, and the duration of symptoms before death has usually 
been one to five years, though sometimes much longer. Stab- 
bing central abdominal or epigastric pain has been common at 
the outsét. Fever is not always present, and bleeding per 
rectum, when sought for, has been more often found than not. 
A history of “arthritis” affecting more than one joint has 
been given by some patients. Increasing lassitude, loss of 
weight, diarrhea and steatorrhea herald the terminal phase. 
Brown pigmentation of skin and oral mucosa and hypotension 
have often suggested Addison’s disease. Anemia, achlorhydria, 
signs of vitamin deficiencies, hypoproteinemia, ascites and edema 
may appear before the end. The case presented here con- 
cerned a man aged 44. It does not differ materially from 
those previously reported. Abdominal pain was the presenting 
symptom and did not persist. Pigmentation together with 
hypotension suggested Addison’s disease, but biochemical inves- 
tigations, the normal reaction to the Robinson-Power-Kepler 
test and a lack of response to specific therapy contraindicated 
adrenal insufficiency. Whipple’s disease may possibly originate 
in a primary nonspecific “jejunitis.” The patient’s personality 
coincided broadly with that found in regional ileitis and some 
other intestinal disorders believed to be psychosomatic. 

Plasma Protein Level and Disappearance of Evans 
Blue from Blood Stream.—Rossiter found that there was 
a negative correlation between the slope of the disappearance 
curve of Evans blue, injected into the blood stream of patients 
with different degrees of hypoproteinemia, and the plasma 
protein level. The correlation was entirely with the level of 
albumin and not with that of globulin. The author stresses that 
in the determination of plasma volume by the dye method 
disappearance curves should always be plotted. The plasma 
volume should never be calculated from a single estimation 
of the plasma dye level, especially when the plasma protein 
level or the albumin-globulin ratio is abnormal. 


1:249-290 (Feb. 12) 1949 


Megalocytic Anemias. J. F. Wilkinson.—p. 249 

Palliative Surgery in Facial Palsy. C. R. McLaughlen.—p. ~~ 

*Benadryl in Treatment of Parkinsonism: Results in 40 Cases. G. M. S. 
Ryan and J. S. Wood.—p. 258. 

Acute Osteomyelitis Due to Penicillinase-Producing Staphylococcus 
Aureus. C. C. Jeffery, S. Sevitt and Elizabeth Topley.—p. 259. 

*Radical Surgery in Advanced Squamous Carcinoma. R. W. Raven. 


F. A. Jones and J. W. 


Treatment with Picrotoxin. E. G. 


Influence of Previous Diet on Effect of Glucose in Periodic Paralysis. 
K. Lundbaek.—p. 263. 
—— oe in Infant Followed by Recovery. D. L. B. Farley. 
Benadryl® in Parkinsonism.—Ryan and Wood say that in 
1947 a patient with advanced parkinsonism, who was bedridden 
owing to extreme rigidity and had not responded satisfactorily 
to classic treatment, was given diphenhydramine hydro- 
chloride (benadryl® hydrochloride). The result was so dramatic 
that search was made for similar cases. The series now includes 
40 cases. The 2 case histories presented indicate that the 
diphenhydramine was administered in 50 mg. doses three or 
four times a day. Reviewing their observations on 40 cases, 
the authors say that within ten days the therapeutic effect 
reaches its maximum. Thereafter increase in dosage cannot 
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be expected to produce any further improvement. Physical 
therapy and rehabilitation exercises are useful when the greatest 
relaxation has been attained. Diphenhydramine can be used in 
conjunction with the classic forms of treatment. When it is 
intended to treat with diphenhydramine a patient already 
receiving belladonna, it is unwise to stop the latter suddenly. 
In postencephalitic parkinsonism sudden withdrawal of the 
patient’s usual medicine may lead to a severe oculogyric crisis, 
which will prejudice him against the new treatment. Diphen- 
hydramine does not cure; its effect is purely palliative, and 
complete relapse occurs within forty-eight hours of withdrawal. 
No case in this series showed any toxic effect. Two of the 
patients have now taken 200 mg. daily for over eighteen months 
without ill effects. 


Radical Surgery in Squamous Carcinoma.—Raven calls 
attention to the value of radical surgical excision in certain 
types of advanced squamous carcinoma. The 5 patients whose 
case records are cited were unsuitable for any other form of 
treatment than surgery. They included 1 case each of: car- 
cinoma of the tongue; of the maxilla, nose and face; of the 
alveolus and mandible; of the ear and petrous bone, and of 
the penis. The patients with carcinoma of the tongue and of the 
penis were proncunced hopeless; after radical operation the 
2 patients have lived busy and useful lives for seven years 
without recurrence. The patient operated on for carcinoma of 
the ear and petrous bone was also returned to work and was 
free from recurrence eleven months after operation; twenty-two 
months after operation there is local recurrence, but his general 
health is good. The authors describe the treatment of lymph 
nodes, postoperative irradiation and the repair of defects. They 
emphasize the importance of team work in the management of 
these advanced cases of carcinoma. 


Medical Journal of Australia, Sydney 
1:85-112 (Jan. 22) 1949 


*Second Example of Anti-Lewis Serum Found in Australia. Vera I. 
Krieger and R. T. Simmons.—p. 85. 
Riven. «3 Findings in Some Deaths Durirg Anesthesia. K. Bowden 


—p. 


Deaths , Ure Anesthesia. E. Gandevia.—p. 93. 


Today’s Problems of Mental Hospitals. B. F. R. Stafford.—p. 94. 
Administration and Mental —paoge Historic Introduction to 

Recurring Problem. J. Bostock.— 

Indications for Medical and Surgical , nee in Essential Hyper- 
tension. Addie Walker.—p. 

Anti-Lewis Serum in and Simmons 
point out that in 1946 Mourant of Britain reported a “new” 
human blood group antigen which occurred in 25 per cent of 
the English population. The “new” agglutinogen, which was 
called the Lewis antigen, was shown to be independent serolo- 
gically of the ABO, MN, Rh, P and Lutheran systems. Limited 
family studies showed that the agglutinogen is inherited and is 
probably a dominant mendelian character. After briefly men- 
tioning the first Australian report on the Lewis antibody, pre- 
sented by Jakobowicz and her co-worker in 1947, the authors 
present what they believe to be the second Australian case 
report on the Lewis antibody. Their patient was a single 
woman, aged 45, who, because of low concentration of hemo- 
globin, was given 2 pints of apparently compatible group O 
blood on the same day. No reaction was observed. Four weeks 
later a second transfusion of group O blood was commenced. 
A severe reaction developed with vomiting, severe rigor and 
anuria after 200 cc. of this blood had been given. The author 
describes tests made on the serum of this patient and on the 
serum of the first Australian patient with the anti-Lewis serum 
and also on four anti-Lewis serums provided by Mourant. 
Almost identical reactions with a large number of group O 
cells were obtained with all six antiserums. The reactions in 
all cases were stronger at room temperature (20 C.) than at 
37 C. The two donors whose blood was given in the first trans- 
fusion to the patients whose case is reported here have since 
been tested and the blood of one was found to contain the Lewis 
antigen while that of the other did not. Although it was not 
possible to test the blood of the donor used in the second trans- 
fusion for the Lewis factor, it can reasonably be assumed that 
he had the Lewis antigen in his blood and that the transfusion 
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of his blood caused the reaction in the patient who had become 
immunized to this factor as the result of the first transfusion. 
Subsequent tests on samples of the patient’s serum during a 
period of eight months following the transfusion reaction 
revealed a progressive deterioration in the titer of the Lewis 
antibody to scarcely detectable levels. 


Quarterly Journal of Medicine, Oxford 
18:1-80 (Jan.) 1949 


Honeycomb Lungs. N. Oswald and T. Parkinson.—p. 

Bronchoscopic Studies in Primary Tuberculosis in ‘chitdbood. J. H. 

Hutchison.—p. 21. 

*Effect of Smoking on Water Diuresis in Man. J. M. Walker.—p. 51. 

Nature and Significance of Stippling in Lead Poisoning, with Reference 
to Effect of Splenectomy. A. J. McFadzean and L. J. Davis.—p. 

Reduction in Coronary Flow by Pituitary (Posterior Lobe) Extract in 

Relation to Action of Nicotine and to Smoking. Edith Blibring, J. H. 

Burn and J. M. Walker.—p. 73. 

Effect of Smoking on Diuresis.—According to Walker it 
is generally known that nicotine stimulates the sympathetic 
ganglions. Various observers have shown that the amount 
absorbed from one or two cigarets is sufficient to raise the 
blood pressure by 20 mm. and the heart rate by 10 to 12 
beats per minute. Recently the liberation of the antidiuretic 
hormone has been described. This paper presents further studies 
on the antidiuretic effect of smoking. Experiments on 13 
students showed that inhibition of water diuresis was caused by 
the smoking of one cigaret in 7 subjects and of two cigarets 
in 6 subjects. Nonsmokers were more susceptible to the effect 
of smoking than smokers. In 3 students the intravenous injection 
of 1.6 to 3.0 mg. of nicotine acid tartrate inhibited water 
diuresis. The inhibitory effect of smoking and nicotine was 
accompanied by a rise in the total chloride excretion and 
was probably due to the liberation of posterior pituitary 
hormone. The effect of smoking was of the same order as 
that of the intravenous injection of 50 milliunits of pituitary 
(posterior lobe) extract. There is evidence that the inhibition 
of water diuresis was not due to a nonspecific effect of the 
nausea that often accompanied smoking or the injection of 
nicotine. Morphine in therapeutic doses does not inhibit water 
diuresis in man. 


Acta Radiologica, Stockholm 
30:267-418 (Nov. 30) 1948. Partial Index 


Method for Determination of Radiation Dose Produced by Artificial 
Radioactive Substances in Tissue. ahlberg.—p. 

Angiocardiography in Coarctation of Aorta. E. F. Salén and T. Wik- 
lund.—p. 299. 

Early Diagnosis of Acute Septic Osteomyelitis, Periostitis and Arthritis 
and Its Importance in Treatment. S. Jorup and S. R. Kjellberg. 


—p. 316, 
*Radiation Injuries Produced by Contact Roentgen Therapy. E. Poppe. 


Gees of etiseedensrntedia Mammae with Short Wave Therapy. 

H. Mossberg.—p. 415. 

Radiation Injuries Produced by Contact Roentgen 
Therapy.—Poppe defines contact roentgen therapy as the 
treatment with a short target skin distance, low voltage and 
great intensity. The technic used at the University Hospital 
of Oslo employed a target skin distance of 18 mm. unfiltered, 
or 22 mm. with additional filter, 2 milliamperes and 50 kilo- 
volts. Contact roentgen therapy was used particularly for skin 
cancer. The dosage was 4,000 to 5,000 r applied in a single 
treatment. In some cases a disfiguring scar with telangiectasis 
remained after treatment. In 17 of 1,384 cases in which the 
dorsal surface of fingers or toes had been treated with roentgen 
contact therapy, swelling and tenderness persisted for several 
months after treatment and occasionally ulcerations developed. 
In addition to these 17 cases, the author cites 7 cases in which 
definite injuries resulted after contact roentgen ray therapy. In 
2 of these the lesions were in the region of the ear, and in 
the other 5 they developed on the dorsal surface of toes and 
fingers after treatment of warts and keloids. The author 
stresses that the use of contact roentgen therapy on hands and 
feet demands special precautions. If it appears impossible to 
give the treatment without using an additional filter, it is 
preferable to adopt other methods—e.g., electrodesiccation. It 
would be an advantage to have an apparatus which could be 
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operated at a lower voltage, down to 20 kilovolts, so that an 
even greater fall of intensity with depth could be obtained. If 
the apparatus with a tension of 50 kilovolts is used, it is safer 
to fractionate the dose when the treatment is applied to 
fingers and toes. 


Deutsche medizinische Wochenschrift, Stuttgart 


74:161-192 (Feb. 11) 1949. Partial Index 


Chemotherapy of Tuberculosis: Review Presented at the Fall Meeting 
of Association of Middle-Rhine Surgeons at Freiburg on October 16, 
1948. L. Heilmeyer.—p. 161. 

*Some Remarks on Reciprocal Independence of Changes of Dynamics of 
Heart and of Electrocardiogram in Man. Blumberger.—p. 167. 
Treatment of Surgical Diseases with Paravertebral and Stellate Anes- 

thesia. H. Nettel and H. Nieckau.—p 

“Saving Adjustment” of Blood Metcholisn to Albumin Deficiency. 
H. Overkamp.—p. 172. 


Preliminary Report on Observations in Prisoners of War Returning 
ome with Tendency to Edema with Regard to Rheumatism and 

Foci. H. Wortmann.—p. 174. 

Independence of Heart Dynamics and Electrocardio- 
gram.—<According to Blumberger, cardiac force, function and 
decompensation depend on mechanical or dynamic processes, 
which may be measured by the changes in pressure, volume and 
time. They may be modified by peripheral influences to a 
greater extent than the electrocardiogram. The mechanical and 
the so-called electric duration of the systole are not always 
the same, and both may undergo changes in opposite directions. 
In hypertensive persons an increase in the maximum systolic 
blood pressure from 160 to 220 mm. of mercury and of the 
medium blood pressure from 120 to 146 mm. of mercury causes 
considerable prolongation of the first period of the ventricular 
systole and shortens the expulsion period. This indicates 
clearly a slowing of the rise of the systolic pressure in the 
ventricles and a reduction of the cardiac output. The electro- 
cardiogram, however, is not influenced. The same differences 
may be demonstrated with an alternating pulse. Longer first 
periods of the ventricular systole and shorter periods of expulsion 
are associated with a smaller rather than with a stronger 
pulse, while alternations of the cardiac function are as a rule 
without influence on the electrocardiogram. The electrocardio- 
gram of patients in whom damage to the cardiac muscle of 
myocardial nature has been diagnosed early during the two 
last years of the war showed characteristic changes, while 
studies of the first period of the systole and of the period of 
expulsion suggested a normal heart action. Changes in the 
duration of the isometric and isotonic contractions occurred 
only in patients with simultaneous decompensation of the heart. 
Purely muscular insufficiency of the heart was observed many 
times without the slightest change in the electrocardiogram. 
Complete dynamic compensation of the heart may be obtained 
by treatment, without a corresponding change in the electro- 
cardiogram. One should avoid the common error of evaluating 
the heart function on the basis of the so-called exertion—or 
work—electrocardiogram. 


Geburtshilfe und Frauenheilkunde, Stuttgart 
9:1-74 (Jan.) 1949. Partial Index 
Combat of Postoperative Thrombosis and Embolism. T. Heynemann. 


Value of Postoperative Irradiation in Uterine Carcinoma. H. Kirchhoff. 


“Irradiation of Spleen. R. K. Kepp.—p. 24 


Clinical Aspects of Adenocarcinoma of Uterine Cervix. H. Drescher. 


—p. 31, 
Heat ‘Coagulation of Seevien Mucosa in Chronic, Refractory Cervicitis. 

O. H. Moell.—p 

Irradiation of COI EE to Kepp irradiation of 
the spleen was introduced into gynecologic therapy after 
attention had been called to its favorable effect on blood 
coagulation. Irradiation is carried out with 180 or 200 kilovolts 
and a 0.5 mm. copper filter. The focus distance is 40 cm. and 
the size of the field 6 by 8 or 8 by 10 cm. After the location 
of the spleen has been determined by percussion, the roentgen 
tube is directed slightly upward so that irradiation of the 
ovaries is avoided. The rays as applied by the author produce 
a surface dose of about 135 r, of which about 60 r reach the 
spleen. This dosage produces no undesirable secondary effects. 
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The author reviews results he obtained in 65 cases. So-called 
juvenile hemorrhages accounted for the majority (39) of the 
cases. Functional hemorrhages in sexually mature women and 
in women of the menopausal age, hemorrhages in the presence 
of adnexitis and hemorrhages resulting from thrombopenia 
were the other conditions for which irradiation of the spleen 
was done. In nearly three fourths of all the patients the 
existing hemorrhage was arrested by the irradiation. Regula- 
tion of the menstrual cycle was effected in 40 per cent of 
the cases. The mode of action of this treatment has not been 
explained, but it is assumed that the coagulability of the blood 
is increased by the products of destruction deriving from the 
splenic parenchyma, which is highly sensitive to irradiation. 


Gynaecologia, Basel 
127:1-64 (Jan.) 1949. Partial Index 


*Sacroiliac Joint: Changes During Pregnancy and _ Injuries 

Delivery. I. Gyérffy. 23. 

Question of “Clear Cells’’ in Mucosa of Human Uterus. 

J. Froewis.—p. 33. 

*Early Recognition of Air Embolism During Operation for Myoma. W. A. 

Jauch.—p. 49. 

Sacroiliac Joint: Changes During Pregnancy and 
Obstetric Injuries.—Gydorffy points out that the joints of 
the pelvic region become more mobile during pregnancy. The 
sacroiliac joints supposedly undergo changes similar to those 
occurring in the symphysis. The sacroiliac joints may become 
damaged during delivery and even during pregnancy. Injuries 
to the ligaments and capsules and the resulting hemorrhages 
may bring on pains that may be so severe that the patient is 
obliged to remain immobilized for weeks until healing takes 
place. The author recommends application of a plaster of 
paris cast in order to insure complete rest for the pelvic region. 

Early Recognition of Air Embolism.—Jauch reports the 
case of a woman, aged 48, who was operated on for a large 
myoma of the uterus. Immediately on the exposure of the 
myoma a large vein could be seen, which emerged from the 
tumor to the surface. By pulling on the large tumor (the size 
of a man’s head) negative pressure was produced in the 
abdominal cavity, which became audibly equalized after the 
largest part of the tumor had emerged from the abdominal 
incision. Immediately a chain of pea-sized to bean-sized air 
bubbles could be seen in the vein passing along the surface of 
the tumor and streaming in the direction of the uterine cervix. 
Manual pressure was exerted at once in order to prevent 
further passage of air bubbles from the tumor circulation to 
the patient’s body circulation. Pressure was maintained until 
the uterine vessels had been clamped and divided. The author 
believes that only a small quantity of air entered the patient’s 
general circulation. It is generally assumed that a small 
amount of air is tolerated without symptoms. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
93:1-80 (Jan. 1) 1949. Partial Index 


*Extragenital (?) Chorionepithelioma Appearing as a Primary Solitary 
umor of the Lung in a Man, L, D. Eerland.—p. 5. 

Amebic Dysentery and Amebiasis. P. B. van Steenis.—p. 11. 
*Hypercalcemia in Besnier-Boeck’s Disease. S. A. Westra and J. F. 

Visser.—p. 18 

Extragenital Chorionepithelioma Appearing As a Soli- 
tary Lung Tumor.—Eerland presents the case of a man, aged 
25, who complained of pain in the side and coughing. Roent- 
genoscopy of the thorax disclosed a round shadow, and pul- 
monary echinococcus was thought of but could not be confirmed. 
Because of rapid enlargement of the round shadow, a pneu- 
monectomy was performed. Examination of the surgical speci- 
men disclosed a metastasis of a chorionepithelioma. On the 
basis of this diagnosis the urine was tested and a positive 
Aschheim-Zondek reaction and a positive melanophoric reaction 
were obtained. Subsequently other metastases appeared and 
the patient died. At necropsy additional metastases were dis- 
covered, but the testes were free from tumor tissue. The author 
cites other reports on extragenital chorionepithelioma in men 
and suggests that in the reported case the growth may have 
originated in a small retroperitoneal teratoma. 
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Hypercalcemia in Besnier-Boeck’s Sarcoid.—Westra and 
Visser say that the literature of the last decade has repeatedly 
called attention to the occurrence of hypercalcemia in patients 
with Besnier-Boeck’s disease. There is as yet no explanation 
for this concurrence. The authors cite the case of a young 
man with Besnier-Boeck’s disease with hypercalcemia, increased 
phosphatase content of the serum and increased elimination of 
calcium in the urine. <A_ surgically removed parathyroid, 
although free from granuloma, showed some hyperplasia. After 
the operation the calcium content decreased to normal values, 
but after five months it increased again. The authors feel that 
there is no argument for a direct connection between hyper- 
plasia of the parathyroids and Besnier-Boeck’s disease, but they 
believe that there might be an indirect connection. 


93: 157-236 (Jan. 15) 1949. Partial Index 
Inhibition of Function of Bone Marrow by Malaria: 10 Cases. 

den Ende.—p. 163. 

Investigations on Increased Incidence of Contact Dermatitis in Workers 

Processing Quinine. J. F. C. Werz.—p. 170. 

Does Pregnancy Toxicosis ‘Produce Residual Manifestations? 

Mastboom.—p. 

*Massive Deposits of "Calcium Carbonate in Gallbladder. 

and H. J. Jongepier.—p. 186. 

Massive Deposits of Calcium Carbonate in Gallbladder. 
—Glazenburg and Jongepier point out that massive deposits 
of calcium carbonate in the gallbladder were reported in the 
English language literature under the terms “limey,” “milk” 
or “calcium” bile and in the German literature as “lime milk 
bile.” They report the case of a woman, aged 53, who had had 
repeated gallstone colics during the weeks preceding her 
hospitalization. A stone which consisted largely of cholesterol 
and bilirubin was found at operation lodged in the cystic duct. 
On the side directed toward the gallbladder a rough white 
clump was found which consisted entirely of calcium carbonate. 
In the gallbladder was a whitish fluid which contained crystals 
of calcium carbonate and traces of calcium phosphate. There 
were signs of chronic infection and thickening of the bladder 
wall. The possibility of this disorder should be kept in mind 
in patients who have been treated with large doses of vitamin 
D and calcium, particularly if disorders of the gallbladder had 
existed before. 

Nordisk Medicin, Stockholm 
41:1-54 (Jan. 7) 1949. Partial Index 


Epidemic Diarrhea in the New-Born: Review. A. Lichtenstein. —p. 1. 
*Penicillin Treatment of Acute Osteomyelitis, K. Lind.—p. 
Can Rheumatic Polyarthritis Be Caused by Trauma? E. Jonsson and 

K. Berglund.—p. 7. 

*Frontal Lobotomy in Chronic Psychoses. J. Elleberg. —p. 16, 
Fistulas of Unknown Origin in Abdominal Wall in Syphilitic Patients. 
- Baastrup Thomsen and Else M@ller.—p. 21. 

Penicillin Treatment of Acute Osteomyelitis. — Lind 
says that the results of penicillin treatment in acute osteomyelitis 
depend less on the dosage, provided it is over 100,000 units 
daily, than on the length of time of its application. Penicillin 
should be administered for two or three weeks (preferably for 
a week after the temperature is normal), so that the total 
dosage is at least 1,000,000 units. Surgical intervention can 
usually be avoided or limited to incision of larger abscesses. 
In case of intervention there should always be primary suture. 
Local treatment with penicillin has no certain beneficial effect. 
Intraosseous injection of penicillin into the focus seems to have 
many advantages and no harmful effects. Sulfonamide com- 
pounds administered simultaneously with penicillin are without 
demonstrable value but should perhaps be given, and in pneu- 
monia doses, because of possible penicillin-resistant bacteria 
and because sulfonamide compounds seem to heighten the effect 
of penicillin. Immobilization should continue till the subjective 
symptoms have disappeared. The question of when weight 
bearing can be started must depend on roentgen examination 
three or four weeks after the start of the disorder. Movement 
should begin when the subjective symptoms allow. Sixteen cases 
of acute osteomyelitis in femur, tibia and humerus treated with 
penicillin are reported. In 3 cases the disease, inadequately 
treated, became chronic. In 2 cases in which treatment was 
apparently adequate, mild symptoms appeared one year and eight 
months, respectively, after the onset. Recovery resulted in 11 
cases observed for eight to twenty-five months. 
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Frontal Lobotomy in Chronic Psychoses. — Elleberg 
reports on the results of bilateral frontal lobotomy in 43 patients 
from St. Hans Hospital for Women, observed for thirteen to 
twenty-three months after operation. Careful attention was 
paid to postoperative education. Of the 6 patients with manic- 
depressive psychosis 3 were discharged; in 2 the condition was 
unchanged, and in 1, aggravated. In 11 of the 34 schizophrenic 
patients the worst of the symptoms which indicated lobotomy 
had subsided completely; in 8 these symptoms had partially 
abated, and 15 did not improve. One patient with emotional 
instability was much improved and discharged, 1 with senile 
melancholia of paranoid kind was improved, 1 with psychas- 
thenia was not improved. Six cases are described in detail. 
There was no postoperative deaths. One schizophrenic patient 
died during the observation period. Two patients had epileptic 
seizures. The results are considered satisfactory in view of 
the highly unfavorable prognosis in all cases, and lobotomy is 
being performed in similar cases. 


Prensa Médica Argentina, Buenos Aires 


35: 2083-2120 (Oct. 29) 1948. Partial Index 
*Succinic Acid Stimulating Respiration. M. R. Castex, L. E. Camponovo 

and F. E. Labourt.—p. 2083. 

Succinic Acid Stimulating Respiration.—Castex and col- 
laborators found that succinic acid, when injected intravenously, 
stimulates respiration and that this effect lasts two to forty- 
eight hours. They report observations on three groups of 
normal persons given intravenous injections of 5 cc. of a 1 per 
‘cent succinic acid solution (50 mg. of the drug). The effect on 
respiration was observed in two groups of persons in whom the 
functional tests of respiration were performed three minutes 
after the injection and again one hour later. In 7 patients in 
a state of anoxia due to disease of the respiratory tract, it was 
observed that the intravenous injection of the drug, stimulated 
respiration, as shown by the increase in the vital capacity, the 
complementary air and reserve of the air. This effect lasted 
for more than one hour. In a patient in the course of an attack 
of bronchial asthma the drug proved to have a constant stimu- 
lating effect on respiration which lasted for more than one hour 
and an antispasmotic effect on the bronchial musculature. Intra- 
venous injection of 50 mg. of succinic acid into 9 persons in 
the course of provoked anoxemia caused diminution of the 
amplitude and frequency of respiration with a tendency to 
return to normal. Of 4 persons with normal electrocardiograms, 
the intravenous injection of 50 mg. of succinic acid produced a 
positive T wave in the precordial leads in 2 and in the second 
lead in 1. Of 13 persons with pathologic changes in the elec- 
trocardiogram, intravenous injection of 50 mg. of succinic acid 
caused an increased voltage of the T wave in the precordial 
leads in 9. The changes in the electrocardiogram after exercise 
were less marked after the intravenous injection of succinic 
acid in 3 of 6 patients with anginal syndrome and _ positive 
effort test. Electrocardiograms demonstrated that succinic acid 
injected intravenously provokes better utilization of oxygen by 
the myocardial fibers. 


Presse Médicale, Paris 
§7:121-136 (Feb. 5) 1949 
Cae "a Obesity from Retention of Water. E. Azerad and Berthaux. 


* Autochthonous Malaria in France. L. Ferrabouc.—p. 122. 


Autochthonous Malaria in France.—According to Ferra- 
bouc, as a consequence of World War I cases of “autochthonous” 
malaria have been observed in France. Soldiers from Indo- 
China and workmen from North Africa have been the chief 
carriers. With World War II the incidence of malaria in 
France increased during the period of 1940 to 1946 and three 
recent “autochthonous” cases, one of them in the neighborhood 
of Paris, were observed in 1948. Primary inoculation with the 
plasmedia may be manifested by fever which continues on a 
fairly constant level for several weeks, the so-called invasion 
fever, which makes differential diagnosis from prolonged influ- 
enza, typhoid and typhobacillosis difficult in a country in which 
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malaria is not endemic. Clinically suspected and confirmed by 
the laboratory, malaria is readily cured. For primary malaria 
of medium severity the following treatment is recommended : 
The patient is started on a treatment of attack with 2 Gm. of 
quinine daily for six days. He then is given 0.30 Gm. of 
quinacrine hydrochloride daily for five days, followed by 0.03 
Gm. of pamaquine naphthoate N. F. for three days. Maintenance 
treatment for the following six weeks consists of 0.20 Gm. of 
quinacrine hydrochloride on three days within one week. — 


57:181-196 (Feb. 26) 1949 


Limitations of Antibiotic Medication with Reference to Apoplectic Type 
of Cerebrospinal Meningitis. J. Cathala, R. Laplane, Contamin and 
Vasef.—p. 181. 

*Psychotherapeutic Trial in Certain Pain Syndromes of Amputees. 
P. Padovani and M. Bachet.—p. 182. 

Roentgen Ray Diagnosis of Disturbances of Cardiac Rhythm Related to 
Auriculoventricular Dissociation (‘‘Block-Flutter-Ventricular Tachy- 
cardia’). roment, A. Gonin, L. Gallavardin and P. Cahen. 


—p. 183. 
Pathogenesis and Treatment of Premenstrual Syndrome. E. Juster. 
184, 


Psychotherapy in Pain Syndromes of Amputees. — 
Padovani and Bachet applied psychotherapy to 13 amputees, 
all but 1 of whom had lost one of their lower extremities and 
had severe pain in the stump, which was not infected or 
mechanically defective. Psychic discomfort and the phenomenon 
of aging are closely connected with the pain of amputees. The 
emotive genesis of this pain is emphasized. It is different from 
psychogenesis the substratum of which may be reduced to an 
association of ideas of the unconscious. The patients were 
hospitalized; treatment was instituted seven days after the 
admission and was applied two or three times a week for two 
or three weeks. Therapy consisted in putting the patient in 
a state of perfect calmness, muscular relaxation and finally of 
complete psychic void. Five patients made a complete recovery ; 
in 1 of them each attack of pain ended in a convulsive fit, and 
in 1 diabetes insipidus was associated with excruciating pain in 
the stump. The seizures as well as the polyuria disappeared. 
Two patients were improved considerably: sleep returned to 
normal, anxiety disappeared, emotivity was normal and severe 
attacks of pain ceased. 


Progrés Médical, Paris 
77:1-24 (Jan. 10) 1949 
*Disobliterating LEndarteriectomy in Treatment of Diabetic Arteritic 
angrene, R, lin, P. Uhry and Nogrette.—p. 3. 

Case of Pleurisy with Transient Eosinophilia Associated with Labile 

Infiltration << oan a Subclavicular Region of Same Side. L. Binet 
Treatment of Saseieles of Extremities with Periarterial Procaine 

Hydrochloride Infiltration. B. G. Tsinoukas.—p. 12. 

“Disobliterating” Endarteriectomy in Diabetic Gan- 
grene.—Boulin and his co-workers performed a “disobliterat- 
ing” endarteriectomy on 2 diabetic male patients aged 56 and 
46, respectively. Extensive gangrene of the foot had resulted 
from trauma in the first patient with latent diabetic arteritis. 
Arteriography was the guide for “disobliterating” endarteriec- 
tomy. A longitudinal axial arteriotomy of about 12 cm. was 
made and heparinization was carried out during and after the 
intervention. Favorable results were demonstrated by post- 
operative control arteriography. In spite of the extent of the 
gangrene, tissue repair occurred within seven months. The 
second patient had arteritis with gangrene associated with 
severe pain. Arteriography permitted localization of thrombosis 
of the left iliac artery, and was a guide for “disobliterating” 
endarteriectomy. Excellent results were demonstrated on post- 
operative control arteriography. The unbearable pain subsided 
completely. “Disobliterating” endarteriectomy consists of the 
removal of the middle and inner coats of the artery in the 
obliterated segment and as far as possible in the parietal zones 
of the arteritis, while the elastic, ‘healthy, outer coat with the 
adventitia is saved. Postoperative arteriography demonstrated 
absence of thrombosis in the segment operated on and absence 
of aneurysmal dilatation. “Disobliterating” endarteriectomy per- 
formed on patients of not too advanced age and in satisfactory 
general condition may make amputation unnecessary. 
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Book Notices 


Surgery of the Hand. By Sterling Bunnell, M.D., Consultant in 
Hand Surgery to the Surgeon General. Second edition. Cloth. Price, 
$16. Pp. 930, with 780 illustrations. J. B. Lippincott Company, 227-231 
S. 6th St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, 
W.C, 2, 1948. 


A number of monographs on the surgery of the hand have 
been written by English, French and American surgeons, but 
none has approached in scope or comprehensiveness Bunnell’s 
“Surgery of the Hand.” The second edition of this unique 
contribution is enlarged by 200 pages, and contains many new 
and beautiful illustrations, some in color and many of them con- 
tributed by younger surgeons working under Dr. Bunnell’s 
guidance and direction in the military hospitals designated as 
hand centers during the latter years of the war. No more con- 
vincing evidence could be produced of the value of the program 
that was evolved for the care of patients with injured hands, 
nor of the influence Dr. Bunnell exerted on his younger col- 
leagues, than the many illustrations of the results obtained by 
Fowler, Frackelton, Graham, Howard, Littler, Macomber, 
Payne, Shaw and others of the younger men who took part in 
this extensive program and whose excellent results Bunnell has 
generously included among the illustrations in this new edition. 

In reviewing a volume of such wide scope one can only point 
out a few of the changes and improvements that have 
been made. Chapter 5 on scar and flexion contractures has been 
enlarged from 65 to 104 pages, and many new and striking 
illustrations have been added. A discussion of local ischemic 
contracture involving the intrinsic muscles of the hand appears 
for the first time in this edition. Particularly in chapter 6 on 
bones, chapter 7 on joints and chapter 10 on intrinsic muscles 
of the hand and loss of the thumb, new material with many 
thought-provoking diagrams illustrating new and sometimes 
novel approaches to the problems involved in the treatment of 
the injured hand are presented. Methods of compensating for 
extensive injury to the bony framework by the use of grafts of 
cancellous bone, rib grafts, tibial grafts, transplantation of a 
metatarsal, shifting of an uninjured metacarpal to replace an 
adjacent hopelessly damaged metacarpal, bone block to provide 
fixed abduction of an injured thumb, new methods of repair of 
damaged extensor tendons—these and similar procedures indi- 
cate a few of the many problems that have been presented along 
with excellent illustrations of the results secured in their treat- 
ment. 

The first edition of “Surgery of the Hand” was an outstand- 
ing contribution to surgical literature. In this new second 
edition the author has gone still further and added new and 
helpful ideas and suggestions and presented them with force 
and clarity. Every surgeon who is interested in the surgery 
of the hand will study it with profit and with interest. 


The Training of a Doctor. Report of the Medical Curriculum Committee 
of the British Medical Association. Boards. Price, 7s.6d. Pp. 151. 
Butterworth & Co., Ltd., Bell Yard, Temple Bar, London, W.C. 2, 1948. 

This is the official report of the Medical Curriculum Com- 
mittee of the British Medical Association. Apparently, under 
a different system of medical education from ours they have 
come to the same problems. Thus they find that insufficient 
time is given to psychiatry and that the teaching given is 
inadequate, that there is insufficient recognition of the importance 
of social medicine, industrial medicine and public health and 
that there is a shortage of teachers in the basic medical sciences 
because it takes too long to get a medical degree before turning 
to specialization of this type. One must realize that the intern- 
ship appeared in British medical education only in recent years. 
The British committee also places more stress on pediatrics 
than has previously been placed on this subject. There were 
majority and minority reports on pediatrics—the majority group 
insisted that pediatrics should be embraced by medicine and 
examination given as a part of examination in medicine, while 
the minority group believed that pediatrics should rank with 
medicine, surgery and obstetrics as one of the four major 
subjects in the curriculum. The report merits careful con- 
sideration by everyone interested in medical education. 
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Voluntary Medical Care Insurance in the United States. By Franz 
Goldmann, M.D. Cloth. Price, $3. Pp. 228. Columbia University 
Press, 2960 Broadway, New York 27, 1948. 

According to the jacket of this work the book will answer 
two questions: 1. Is voluntary medical care insurance here to 
stay? 2. Will it eventually be made part of a broad national 
health program or succumb before legislation for compulsory 
health insurance? The book traces the history of voluntary 
insurance in the United States and the various methods of 
medical practice and concludes that voluntary medical insurance 
can serve selected economic groups only. Professor Goldmann 
is convinced that the idea of a nationwide program of voluntary 
medical care insurance is unrealistic, and he feels that in the 
long run the public will not be satisfied with prepayment plans 
which meet only a part of its total medical care needs and 
that physicians cannot be expected to be content with plans 
which disregard preventive services for the apparently healthy, 
do only half a job for the sick and impede the practice of 
psychosomatic medicine. He does see, however, in voluntary 
medical care insurance a chance to make real progress within 
its natural limitations and to help tens of millions of self- 
supporting people to lead personally satisfying and_ self- 
sufficient lives. The book fails to answer the question that 
it raises, whether or not compulsory health insurance will 
eventually take over voluntary plans. Apparently Professor 
Franz Goldmann is not yet ready to predict the ultimate 
fate of sickness insurance in the United States. He sees 
great danger from the use of federal funds to subsidize voluntary 
plans. His stature as a scientist rises by his avoidance of 
the attitude of soothsayer. 


The Parathyroid Glands and Metabolic Bone Disease: Selected 
Studies. By Fuller Albright, A.B., M.D., Associate Professor of Medicine, 
Harvard Medical School, Boston, and Edward C. Reifenstein, Jr., A.B., 
M.D., F.A.C.P., Consultant-in-Charge, Department of Clinical Investi- 
gation, Sloan-Kettering Institute of Cancer Research, Memorial Hospiial 
Cancer Center, New York. Cloth. Price, $8. Pp. 393, with 157 illus- 
Seg Williams & Wilkins Co., Mt. Royal & Guilford Aves., Baltimore 

The work of the reviewer of this book is easy for two 
reasons: First, the authors themselves have included a critical 
review with the preface, and, secondly, the book is so outstanding 
that all a reviewer needs to do is to thank Drs. Albright and 
Reifenstein for having placed so much of interest in 400 pages. 

Although the book is primarily intended for students of the 
subject, it will be read with profit by all physicians. It contains 
chapters on the normal and pathologic physiology of the 
parathyroid glands, clinical hypoparathyroidism, clinical hyper- 
parathyroidism, the mode of action of vitamin D and dihydro- 
tachysterol, general considerations of metabolic bone disease, 
with separate chapters on osteoporosis, osteomalacia, polyostotic 
fibrous dysplasia (osteitis fibrosa disseminata), and Paget's 
disease. In this book are considered all of the splendid advances 
which these authors and their associates have made in the 
understanding of the physiology and pathology of mineral and 
bone metabolism. There are excellent photographs and roentgen 
ray reproductions which illustrate the conditions under discussion. 

There is an excellent appendix in which the authors’ methods 
of analyzing and charting metabolic data are outlined; this is 
followed by a comprehensive bibliography and author and 
subject index. 

This volume was doubtless written, first, because the authors 
wanted their thoughts on paper, but, more importantly, because 
physicians and scientists throughout the world were most 
insistent that these authors share their experierice which has 
been so large and unique. 


The Shame of the States. By Albert Deutsch. Cloth. Price, $3. 
Pp. 188, with illustrations. Harcourt, Brace, and Company, Inc., 383 
Madison Ave., New York 17, 1948. 

Recent years have seen exposés of the deficiencies of our 
state hospitals for the mentally disturbed. Such novels as 
“The Snake Pit” and “The Stubborn Wood” have focused 
public attention on the deficiencies in custodial and medical 
care. This book is certainly not a sober approach to its 
subject. It is a startling exposé in every way, from the language 
used to the pictures. Most of the American public became 
aware of the situation when Life magazine filled a whole section 
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with similar pictures and legends. Already there are powerful 
movements toward improvement in the situation. However, the 
situation is bad not so much for lack of knowledge of its 
nature and scope as for inability to enlist sufficient public 
interest and public funds to bring about needed improvement. 
In his final chapter Deutsch says that not a single state mental 
hospital in the whole country meets all the minimum standards 
of care and treatment established twenty years ago by the 
American Psychiatric Association. He provides his own concept 
of an ideal state hospital, from entrance of the patient into 
the institution to his ultimate maximum improvement. Perhaps 
by error of the publisher there is a legend on a picture facing 
page 57 which calls attention to “a corner of a disturbed ward 
in which some forty patients were milling about in various 
stages of excitement or lethargy.” The picture shows seven 
women, all of whom seem to be completely relaxed and perhaps 
most of them sound asleep. 


Methods of Psychology. T. G. Andrews, editor. Cloth. Price, $5. 
Pp. 716, with illustrations. John Wiley & Sons, Inc., 440 Fourth Ave., 
New York 16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, 
W.C. 2, 194 

The social science psychology is today in the stage of 
technical development that characterized some of the medical 
specialties in their period of growing pains. Often a field of 
science opens and broadens only after new instruments or 
technics have been invented and become applicable by great 
numbers of trained investigators. This might be said of the 
use of such instruments as the stethoscope and the electrically 
lighted instruments that are used in medicine or of the 
technics of Freud, Jung and Adler. The methods developed 
by the modern psychologists are already numerous and have 
begun to be applied not only in research but in practice in 
industry and education. The editor of this volume and the 
authors selected are recognized leaders in the field. The book 
will give to the physician and particularly to the workers in 
the field of psychiatry a good insight into the path by which 
psychology is advancing. 


Neurosurgical Pathology. By I. Mark Scheinker, M.D., Assistant 
Professor of Neuropathology and Assistant Professor of Medicine 
(Neurology), University of Cincinnati, Cincinnati. Fabrikoid. Price, 
$8.75. Pp. 370, with 238 illustrations. Charles C Thomas, 301-327 E. 
Lawrence Ave., Springfield, Illinois; Ryerson Press, 299 Queen St., 
W., Toronto 2B; Blackwell Scientific Publications, Ltd., Oxford, 
England, 1948. 

“Neurosurgery Pathology” is a nicely written and attractively 
printed monograph dealing with the central nervous system 
exclusively. The first 146 pages are devoted to the subjects 
of cerebral swelling and central nervous system injuries. Tumors 
of the central nervous system occupy the next 167 pages. The 
balance of the book contains briefer accounts of cerebral 
abscesses and hydrocephalus. A good bibliography and an 
index complete the book. 


Dr. Scheinker, who is well known for his work in neuro- 
pathology, has made a distinct contribution by organizing many 
of his own concepts and presenting them in the form of a 
monograph for his readers. This not only should interest his 
colleagues in the field but should be of special value to the 
young man who is extending his studies in neurology in antici- 
pation of making the field his specialty. Omission of a number 
of subjects usually dealt with in books on neuropathology has 
in no way detracted from the value of the present monograph. 


Acclimatization in the Andes: Historical Confirmations of ‘‘Climatic 
Aggression” in the Development of Andean Man. By Carlos Monge, M.D., 
Sc.D., Director, Institute of Andean Biology, University of San Marcos, 
Lima, PerG. Translated by Donald F. Brown, Ph.D. With an introduction 
by Isaiah Bowman, President of the Johns Hopkins University, Baltimore. 
Cloth. Pp. 130. The Johns Hopkins Press, Homewood, Baltimore 18, 
Maryland; Oxford University Press, Amen House, Warwick Sq., London, 
E.C. 4, 1948. 


Now that the airplanes take people to high altitudes, the 
value of the basic studies made by Monge and his associates 
in the Institute of Andean Biology is tremendously enhanced. 
The monograph is presented in good literary style, is well 
documented and will be fascinating to all who have seen at 
first hand the problem that this book considers. 
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Crime and the Mind: An Outline. of Psychiatric Criminology. By 
Walter Bromberg, M.D., Senior Psychiatrist, Bellevue Psychiatric Hos- 
pital, New York. Cloth. Price, $4.50. Pp. 219. J. B. Lippincott Co., 
227-231 S. 6th St., Philadelphia 5, 1948. 

This book is the outcome of a seminar on psychiatric crim- 
inology at New York University. The case material is derived 
from New York courts and agencies of the Navy. The author 
has had complete cooperation in developing the material. It 
is submitted in two parts—first, the legal and social environment 
of the criminal and, second, the individual criminal. The 
book is designed for the trained workers in the field rather 
than for a popular audience. The case material is not extraor- 
dinary but of the type found all too frequently in psychiatric 
practice. Included among other important cases is that of 
Irwin, a brilliant young man who became schizophrenic and 
murdered several persons. It does not appear that modern 
mental hygiene could have done much to prevent or cure in 
the case of Irwin, but earlier detection and recognition of the 
possibilities might have avoided the ultimate catastrophe. The 
whole subject is now so great that it constitutes one of those 
specialties within a specialty that make modern medical education 
so difficult. 


The Psychoanalytic Reader: An Anthology of Essential Papers with 
Critical Introductions. Edited by Robert Fliess, M.D. Volume I. Cloth. 
Price, $7.50. Pp. 392. International Universities Press, Inc., 227 W. 


13th St., New York 11, 1948 

Here is a collection of papers in the field of psychoanalysis 
beginning with early essays in Vienna as far back as 1909 and 
others collected from the authoritative publications in the field 
since that time. Psychoanalysis is just about fifty years old. 
As science goes, that is exceedingly young. Like many other 
works in the field concerned, this one requires an almost 
completely unquestioning acceptance of all of the basic freudian 
doctrines. In no other field of true science is such unques- 
tioning acceptance demanded. 


Cornell Conferences on Therapy. Volume Iii. Edited by Harry 
Gold, M.D., and others. Cloth. Price, $3.50. Pp. 337. The Macmilian 
Company, 60 Fifth Ave., New York 11, 1948, 

Maintaining the high standards of the previous volumes in 
this series, the present book will be a welcome addition to the 
library of the practicing physician. Among the topics considered 
by the authorities contributing to these conferences are the uses 
of streptomycin, uses of protein hydrolysates, treatment of pneu- 
monia, treatment of hepatic insufficiency and management of 
pain due to muscle spasm. These subjects are ones of interest 
to almost all general practitioners. In addition, some excellent 
advice is presented 6n the rational use of cathartic agents. 

The first chapter on “The Dose of a Drug” contains some 
controversial points in that the single dose method of digitaliza- 
tion is used as an illustration. If this is overlooked, many of 
the statements regarding drug dosage are excellent. 

This volume has practical value for the physician, since it 
deals with commonly encountered clinical problems in therapy 
and discusses the rationale for the therapeutic measures 
recommended. 


Sex Habits of American Men: A Symposium on the Kinsey Report. 
Edited by Albert Deutsch. Cloth. Price, $3. Pp. 244. Prentice-Hall, 
Inc., 70 Fifth Ave., New York 11, 1948. 

The publication of the Kinsey report aroused a flood of 
essays and comments which approached the problem from many 
different points of view. The collection of essays included in 
this book is better than most because of the qualifications of 
the contributors. The work is certainly not one for the average 
reader, who is likely to come away from its reading more 
confused than if he had limited himself to Kinsey’s original 
book. As might be expected, the Protestant, Catholic and 
Jewish points of view vary, and one wonders why a book of 
the type of the Kinsey book should be submitted to that type 
of study. The criticisms in the various chapters take the 
colors of the well established attitudes of the writers. If the 


reader has previously approached the subject he obviously colors 
what he reads by his own attitudes. If this seems confusing, 
it is. 
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-‘Queries- and. Miner. Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST, 


TREATMENT OF TICK BITE 
To the Editor:—About the middle of May 1948 a 4 year old boy was bitten 
on the top of the head by a tick which presumably had come from his pet 
dog. Some fever developed and swollen masses behind the ears. The 
following the bite the parents left for Oklahoma, and while there called in 
a physician who found that the boy had a high grade fever. He was given 
four daily injections of penicillin; the amount of each dose is not known: 


c. 214:645, 


On his return from Oklahoma he was brought to me; this was about two . 


weeks after the original injury. The patient then seemed to feel well, and 
the mother reported that she had been unable to discover any elevation of 
temperature. Several small spongy masses in the back of the neck and 
the scalp were not tender, but were soft, and presumably were the post- 
auricular lymph nodes. He was placed on small doses of sulfadiazine for 
two or three days and was not seen until about six weeks later. At this 
time the bite on the top of the head was practically healed but had still 
@ small crust present. The lump behind the left ear was inflamed and 
showed indications of a small amount of fluid beneath the skin. Pre- 
sumably this cleared up rather promptly, since he was not seen again 
until September 10, when he came in with a flare-up of an old impetigo 
around the mouth and on the chin. This cleared up promptly under appro- 
priate treatment, but on September 17 he came in with cellulitis of the 
throat, which went on to abscess formation and was lanced and drained 
four later. This healed without further complications. The child 
returned this morning with a simall pustule behind the left ear overlying 
the mastoid bone, where he previously had swelling which was secondary 
to the tick bite. This has a small crust on it and appears likely to drain 
promptly and without further complications, since there is no inflamma- 
tion surrounding it. The site of the tick bite on top of the head is still 
visible, and the small round scar to be entirely healed. 
recurrent episodes of this sort common after tick bites? 
-Ray S. Wycoff, M.D., Lexington, Neb. 


[This inquiry was referred to two authorities, whose respective replies fol- 
low.—Editor.] 


ANSWER.—Probably the tick involved in this case was the 
American dog tick, Dermacentor variabilis, since that is the 
species most commonly found in that portion of Nebraska. This 
tick is the principal transmitter of Rocky Mountain spotted fever 


in the Central and Eastern parts of the country-and. it--has also. 


been involved in the transmission of tularemia and in the causa- 
tion of tick paralysis. Obviously neither Rocky Mountain 
spotted fever nor tick paralysis was involved in the present case, 
and it is doubtful whether it was tularemia. It is difficult to 
explain the persistent and recurrent sequelae. Secondary infec- 
tion from tick bite is not. unusual, and frequently itching and 
soreness at the point of attack persist for weeks or even months 
after the tick has been removed. This is particularly true of 
species of ticks having long mouth parts, such as the “Lone 
Star” tick. It is less frequent when the American dog tick is 
involved. The persistence and recurrence of infection in this 
' Case suggest that some organism was introduced by the tick at 
the time of the bite. To prevent infections from tick bites, some 
have suggested the application of a cauterizing agent at the 
exact site of the bite, particularly if this treatment can be given 
immediately after the tick is removed. The tick should be 
removed as soon as possible to avoid both infection by Rocky 
Mountain spotted fever and possible tick paralysis. This also 
reduces the chances of the persistent annoying effects of the 
bite, which appear to be associated with the intreduction of 
saliva or other secretions of ticks. 

ANSWER.—The early symptoms and the history of a tick bite 
suggest a mild case of ulceroglandular tularemia. If so, the 
organism probably is no longer present. The agglutination test, 
if positive in result, would tend to confirm a diagnosis of 
tularemia. Recurrence of inflammatory lesions of tularemia is 
not expected after apparent cure. 

The subsequent impetigo followed by cellulitis of the throat 
and an abscess under the chin may have been caused by ordinary 
pyogenic bacteria, Cultural examination of material from an 
active lesion would be ‘helpful in determining the organism 
which is active at present. Adequate treatment with a suitable 
sulfonamide compound or antibiotic probably would hasten heal- 
ing and prevent recurrence. 

Excellent results in the treatment of ulceroglandular and other 
forms of tularemia have been reported mor ap | by the following 
observers: Bost, Percefull and Leming (J A. 137:352 


May 22] 1948) ; Foshay (J. Indiana M. = 41:207 Feb.] 
948 ; abstracted J. A. M. A. 187:1158 [July 24] 
(Ann. Int. Med. 27:487 [Oct.] 1947; abstracted J. A. M. A. 
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Am ; Berson and 
M. Se. "sis: AS [March] 1948, abstracted J. A. M.A 
and Lesser and Miller (New England Med. 

Berson oT Harwell observed that streptomycin therapy of 
tularemia appears to have little effect when administered mend 
the twelfth day of illness. Good but less rapid improvemen 
was a by Curtis and Park (J. A. M. "113: 31204 uly 
22] 1939), to sulfanilamide and to quinacrine by ‘Ecke and 
(abstracted J. A. M. A. 138:775 [Nov. 6] 1948). 


CHRONIC MONILIASIS 
To the Editor:—What is the treatment for chronic recurrent oral moniliasis? 
C. Lb. Concklin, M.D., Corpus Christi, Texas. 


ANSWER. — Specific therapy for moniliasis is not known. 
Human infection by this fungus is usually considered to occur 
in locus minoris resistentiae. It should therefore be possible 
to use a routine which will clear the mouth infection (thrush) 
and prevent its recurrence. It should be ascertained that the 
infection is strictly oral and that the subject is not diabetic. It 
is unfortunate that the extent of infection, the general con- 
dition and the previously used therapy are not mentioned. Local 
sites, including gingival crevices and poorly fitting dentures, 
shéuld be cared for. Foci elsewhere on the body (skin, vagina, 
under the nails) should be cleared to prevent reinfection. The 
tongue may scraped to rid the surface of ancient filiform 
papillae. 

Some authorities feel that the predisposing cause is a vita- 
min B deficiency. Injections of a B complex concentrate, 
followed by the use of oral doses and attention to the diet, are 
worth while. Simple local measures are usually enough to 
clear the tongue lesions, and continued use should prevent 
recurrence. D. T. Smith has advised a bland alkaline mouth 
wash (10 per cent sodium bicarbonate) several times a day, or 
a wash of 1 to 10,000 gentian violet. Acriviolet® (containing 
acriflavine, crystal violet and methyl violet 2B) and ferric 
chloride are also effective. McKee and Cipollaro suggest apply- 
ing 2 per cent aqueous gentian violet once a day. Roentgeno- 
therapy may be for’ severe unresponsive lesions. 
autogenous rabbit serum vaccine has been reported to clear cases 
of resistant disease in which results of skin tests are positive, 
a daily subcutaneous hyposensitizing technic being used. 


NITROGEN MUSTARD IN CANCER 
To the Editor:—What is the pene effect of nitrogen mustard on highly 
cellular carcinoma or lymphoblas 
“= S. Collins, M.D., Wabasha, Minn. 


ANSWER.—The nitrogen mustards have been found most use- 
-ful. in the palliative treatment of malignant lymphomas. Such 
treatment has effected temporary remissions in cases of Hodg- 
kin’s disease more consistently than in cases of the lympho- 
sarcoma group. Results in the treatment of metastatic carcinoma 
have been uniformly disappointing. The effects observed are, 
generally speaking, similar to those following irradiation therapy 
but have been less consistently favorable and the resultant 
remissions of somewhat shorter duration. 

While great reduction in size of a neoplastically diseased 
lymph node following nitrogen mustard therapy might be con- 
sidered evidence favoring a diagnosis of malignant lymphoma 
rather than metastatic carcinoma, biopsy study would still be 
necessary for positive diagnosis. 


HEMATURIA OF UNKNOWN ORIGIN 
To the Editor:—A male patient’s urine repeatedly shows 2 to 3 red cells per 
field. Dr. A. states that the urine should be checked every 
month and, if there is not an increase in number of cells, this finding 
can be disregarded. Dr. B. states that after two or three samples of urine 
have consistently shown this finding the patient should be studied to 
determine the source of the cells, cystoscopy and pyelography being used 
if necessary. Which is correct? M.D., Connecticut. 


Answer.—The number of red blood cells found in the sedi- 
ment of centrifuged normal urine varies between individuals 
and with the concentration of the sediment; however, 2 or 3 
cells per high power field is abnormal and should be explained. 
The diagnosis of hematuria of unknown origin should be made 
by exclusion and with reluctance. The three glass 
urine test, collecting urine at the start, during and at the end 
of urination would be useful, but cystoscopy, ureteral catheteri- 
zation and pyelography are certainly indicated in order to ascer- 
tain the source of the hematuria. 
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ORAL LESIONS AFTER HYSTERECTOMY 
To the Editor:—What lesions are found in the mouth after hysterectomy? 
The buccal mucous membranes of a patient’s mouth have blisters and 
white fibrous lines of scarred tissue at the center of the lesion extending 
posteriorly. Her chief complaint is that the saliva feels thick and ropy. 
This , vitamin or liver therapy. 
What is the diagnosis and treatment? M.D., New York. 


ANSWER.—Oral lesions directly due to simple hysterectomy 
are not known. 

Indirect results might follow anesthesia, an associated oopho- 
rectomy, the presence of an infection, dehydration or an auto- 
nomic imbalance. The cause could be assessed better if data 
on the operation, general condition and age were given. 

The best explanation would seem to be trauma to the buccal 
surface, on a line of the dental occlusion, due to the procedures 
of anesthesia, plus oligosialia. 

A return to good general condition and hydration should clear 
both conditions, but if it does not it has n recommended 
that a few days’ trial of neostigmine bromide. Y, tablet (7.5 mg.) 
by mouth after each meal, will result in profuse salivary secre- 
tion and clearance of the oral lesions. Omit drugs which 
decrease secretions (belladonna, etc.), and use a soothing dilute 
mouth wash. 


MENIERE’S SYNDROME 
To the Editor:—A married, childless, 56 year old white American bank teller 
has had slight dizziness for the past two years, lasting a few moments 
at a time to full blown attacks of dizziness so bad that he would fall 
to the ground unless supported. Intense pallor, cold sweat, nausea and 
vomiting occur with t.ese attacks. After a few hours of bed rest he 
improves and is able to work though it takes about two days to recover 
completely. About two years ago the patient’s first attack came on so 
suddenly that he was unprepared and fell to the ground. Later when he 
got used to the attacks he could hold himself up by hanging on to some 
support. At about the same time that these attacks began he discovered 
that he was totally deaf in the teft ear. At times the dizziness strikes him 
so that objects and walls of the room all roll about in a hopeless jumble; 


of incoordination and lack of balance. ae 
physical examination does not reveal any abnormality. He has 
bifocals since age 16. a blood pressure is 130 systolic and 80 diantelic. 
eg ng of the skull do not reveal abnormality. Is Méniére’s 
syndrome farther tests should be performed 
and what is  M.D., New York. 


AnsweR.—The diagnosis of Méniére’s syndrome in your case 
is not only a logical one but an accurate one. Your case is 
associated with pseudoapoplectic or pseudoepileptic types of 
seizure together with deafness in one ear. Has your patient 
any tinnitus aurium? If he is totally deaf in the involved ear 
there will not be noises or tinnitus. Is the tuning lateralized 
on the skull? In order to clinch the diagnosis it is suggested 
that you have a skiagraphic study of the internal auditory 
meatuses made. A cerebellopontine angle tumor may produce 
these symptoms. The most practical and efficient therapy in 
your case is the giving of phenobarbital in doses of 1% grains 
(0.1 Gm.) two, three or four times daily. You must tell your 
patient to be careful about moving his head, because such move- 
ments will invariably result in an attack of labyrinthine vertigo. 
This is especially true in the morning when the afflicted person 
wakes up and jumps out of bed. It is entirely possible and 
practical to do this, and your patient will be everlastingly grate- 
ful to you. The salt-free diet and other forms of dietary 
regimen have been unsuccessful. You could have your patient 
undergo an intracranial section of the vestibular or cochlear 
nerve on the left side. This, however, is not to be done if you 
can stop his vertiginous attacks with phenobarbital. Certainly 
if he is not troubled with tinnitus such an operation is not 
indicated. He must take his medicine constantly for many years. 


HUMAN PARTHENOGENESIS 
To the Editor:—Is there any authentic evidence aside from 


there 
of a fetus developing from such embryonic cells and if so what stage of 
fetal development has been reached? 
Clarence W. Lieb, M.D., Rancho Santa Fe, Calif. 


Answer.—‘Fatherless” rabbits have been produced by obtain- 
ing the unfertilized ova from a female rabbit, stimulating the 
initiation of development by glass needle or other means and 
then, when development has begun, transplanting them into the 
tubes of another virgin rabbit. 

In the case of the human ovum, unfertilized ova have been 
obtained from the tubes of women who have operated on 
for fibroids or other pelvic conditions. They have been placed 
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in culture mediums and development has been started, but up 
to the present experiments have not been recorded in which 
these parthenogenetically initiated ova have been transplanted. 

Since the possibility of this type of development has been 
established, at least in its beginning, it is a fair assumption that 
such growths as teratomas which appear in the ovaries bear 
relation to the hostess as offspring to mother. The other theory 
has been that there may be a totally potent cell segregated early 
so that the relationship is as of twins. 


NEGATIVE T WAVE IN LEFT UNIPOLAR LEAD 
To the Editor:—Would you please discuss the meaning of a negative T wave 
in the left unipolar arm lead in the electrocardiogram? If it is at times 
normal, how would you differentiate a normal negative T wave 
abnormal one? If a negative T wave in an aVi lead is always abnormal, 
then Ts greater than Ti must be considered ‘M.D., Ohio. 


’ Answer.—The deflection in the unipolar left arm lead at a 
given instant is equal to the simultaneous deflection in lead I 
minus the deflection in lead III. Inversion of the T in this lead 
means, therefore, that the T wave in lead III is larger than 
the T wave in lead I. This situation occurs normally when the 
heart is in the vertical position, in which the potential variations 
of the two arms are similar and like those at the base of the 
heart. When the ventricular deflections in the two unipolar 
arm leads are alike, inversion of the T wave in the left arm 
lead has no significance. In this case the chief QRS deflection 
in both of these leads is downward. Inversion of the T wave 
in the unipolar left arm lead when the chief QRS deflection is 
a relatively large R wave is usually, if not always, abnormal. 
If such findings are accompanied by a Q wave which is more 
than one fourth the size of the R wave which follows it, pre- 
cordial leads should be taken to rule out anterior infarction. In 
rare cases of this kind, there is a high lateral infarct, and it is 
necessary to take precordial leads from points between the 
standard ones and the left shoulder in order to obtam tracings 
that are diagnostic of infarction. Such tracings are significant 
only when they show changes more characteristic of infarction 
than those in the usual precordial leads and also more charac- 
teristic than those in the left arm lead. 


PAROXYSMAL LABYRINTHINE VERTIGO 
To the Editor:—A number of elderly women and an occasional elderly man 
complain persistently of “disturbing dizziness” or ‘‘noises in the head” or 
“headache” which moves from place to place at intervals during the day 
over a protracted period. Most of these patients give evidence of arterio- 
sclerotic changes elsewhere in the and many of them have hyper- 
tensive cardiovascular disease. Is there a satisfactory therapeutic agent 
If so, could you indicate the physiologic _— of 


mannitol hexanitrate ond veratrum viride have been unsuccessful. 
ture of belladonna, amphetamine sulfate, phenobarbital and other seda- 
tives or stimulants have failed to - | satisfactory results. | have not 
tried testosterone or vitamin E, both of which have been said to have 
vasodilating actions. M.D., Massachusetts. 


ANSWER.—Your patients are afflicted with paroxysmal laby- 
rinthine vertigo or pseudo-Méniére’s syndrome. This is true 
only if your patients fail to show objective evidence of brain 
tumors or other lesions. From your description they have a 
sclerotic lesion in the vestibular and cochlear systems. The 
only drug that has proved valuable in our cases is phenobarbital. 
It must be given in proper doses. These are 1% grains (0.1 
Gm.) two to four times daily. Your patients may become 
drowsy, but this will be accepted in a more wholesome manner 
than the terrific attacks of vertigo. Other forms of treatment 
have not helped. Advise them to be extremely careful about 
moving their heads because such movements invariably start 

an attack. If the noises and headaches are severe (and pheno- 
barbital will not relieve them), it is suggested that you think of 
advising your patients to have an intracranial section of the 
involved vestibular and cochlear nerves. If you can control the 
vertigo this operation should not be done. 


ENCEPHALITIS DUE TO MEASLES 
To the Editor:—is encephalitis rarer after modified measles than after 
unmodified measles? M.D., New York. 


ANSWER.—Encephalitis is a rare complication of unmodified 
measles. Nervous symptoms occur in about 0.5 per cent of all 
cases of measles. Modified measles are naturally less frequent 
than unmodified measles and usually run a much milder course 
with fewer complications. References to the incidence of 
encephalitis following modified measles are not known. 
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excluding of course the possibility of accidental cell union in bath tubs 
or female intimacy, that both male and female cells have been found in 
@ person, as an aberrant type of human parthenogenesis or uterine or 


